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Local 
in Surgical Practice. 


CANCER OF THE BREAST 


(Typical Case.) 
D. H., female, aged fifty years. 
Diagnosis : Carcinoma of the right breast. 


Operation: Radical excision of the breast. 


Anaesthesia: Brachial block, intercostal block, midline infiltration; 240 c.c. 
of 0.7 of 1 per cent of Novocain-adrenalin solution. 


Operation: Preliminary blocking, the first to the seventh thoracic nerves 
being blocked. 10 c.c. of the solution were used in the region of each nerve. 
Brachial anzsthesia, midline infiltration. A Wolff graft was used to close 
the skin defect. In this case the anzsthesia was excellent, although the 
amount of solution used was comparatively small. 


Extract from ‘‘Practical Local Anzsthesia.’’ (Farr). 


(Full technique of this and one hundred other operations under Local Anesthesia 
will be found in the above work, published by Henry Kimpton, 263, High Holborn, 
London, W.C.1) 


Ample supplies of Novocain are available for the use of surgeons at all 
the chief hospitals. Specify ‘‘ Novocain” for your next operation. 


Novocain does not contain cocaine and does not come under the Dangerous Drugs Act. 


Literature on request. 


THE SAFEST LOCAL ANASTHETIC. 


The Original Preparation 
English Trade Mark No. 276,477 (1905). 


The Saccharin Corporation Ltd., 72 Oxford St., LONDON, W.1 
Telegrams : “Sacarino, Weatcent, London,” Telephone ; Museum 8096. 


Australian faa L. Brown & Ce., 501 Little Collins Street, Melbourne. 
New Zealand Agente—The Dental & Medical Supply Co., Ltd., 128, Wakefield Street, Wellington. 
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Double Monsters—A Study of their Circulatory System 
and some other Anatomical Abnormalities—and the 
Complications in Labour .* 


By A. L. Mupaciar, B.A., M.D. 


Assistant Superintendent and Lecturer in Obstetrics and Gyneco- 
logy, Giffard School of Obstetrics, Madras. 


Although the subject of this article is of so little practical 
significance to the large majority of medical practitioners and 
so prosaic in its details, | am not without hope that it will 
be of interest to many, if only from the point of view of the 
rarity of a subject which throws some light on nature and 
its mysterious ways. Double monsters or conjoined twins 
interest embryologists, obstetricians and surgeons, and in a recent 
lecture delivered to the Leeds University Medical Society, Sir John 
Bland-Sutton gave an idea of how the psychologist may be 
interested in the problem when such twins survive. The late Dr. 
Ballantyne, whose contributions to teratology are so well known 
to the profession, has stated that ‘‘Few medical men are called 
upon to conduct a case of labour in which the product consists of 
a double monster, and even obstetricians of considerable experience 
will see no more than two or three confinements so complicated 
in a lifetime. Nevertheless, a practitioner may any day find 
himself face to face with such an obstetric emergency, either in 
his own or in his brother practitioner’s practice ; and it is, therefore, 
necessary for him to know what has been the usual history of such 
cases, and in what way the difficulty in delivery can be overcome.”’ 

In this article I propose to give a few particulars of nine speci- 
mens collected at the Museum of the Giffard School of Obstetrics, 


* A paper read before the Seventh Obstetric and Gynzecological Congress, 
held in April, 1929, at Dublin. ; 
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Madras. |! attended the delivery of four of these cases which 
took place in the years 1920-28, during which period about 25,000 
deliveries were conducted at the Clinic. 1 will proceed to consider 
the subject from the obstetric point of view, touching lightly in 
the end on the interesting problem of separation of fused twins. 
The specimens included in this series consist of : 


1. Three cases of Thoracopagus Tetrabrachius Tetrapus. 
2. Two cases of Thoracopagus Tribrachius Dipus. 

3. An anencephalic Thoracopagus Dibrachius Dipus. 

4. A Syncephalic Thoracopagus Tetrabrachius Tetrapus. 
5. A Craniopagus. 

6. An Ischiopagus. 


Thoracopagus Tetrabrachius Tetrapus (Figs. 1, 2, and 2a). A 
specimen of a female double monster fused together ventrally in 
the region of the thorax and upper part of the abdomen, the lowest 
point of fusion being a common umbilicus. Superiorly, the fusion 
extends up to the roots of the necks, the heads and the trunks 
below the region of the umbilicus being separate. There are four 
upper and four lower extremities situated in the normal position 
with reference to each component. The nipples are four in number, 
those towards which the monster is facing are wider apart than those 
on the opposite side. On opening the abdomen a fused liver was 
seen situated in the midline of the monster in a common peritoneal 
cavity. A single umbilical vein opened into the lower aspect of 
the liver and the hepatic veins were seen at its upper surface joining 
the two inferior venz cave, one for each component. There were 
two gall bladders on the inferior surface. The alimentary canal 
(Fig. 3) was traced separately from the mouth to the rectum in 
both the components and nothing abnormal was noted except that 
in the right component they were slightly smaller in size. The 
kidney and internal organs of generation were complete and normal 
for each component. The spleen was well developed in the left 
component but was not discovered in the right one. There were 
two umbilical arteries for each component. 

There was a common diaphragm separating the abdomen from 
a common thorax. -On opening the thorax a single pericardial 
cavity with four pleural cavities (two for each component) was 
noted. The single pericardial cavity contained two hearts joined 
together across the middle line (Fig. 4) by a tubular structure 
two centimetres by three millimetres. The heart of the left com- 
ponent was complete and normal except that its apex was bifid 
and the right atrium was connected by the forementioned tubular 
structure with the left atrium of the opposite side, 
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The heart of the right component (Fig. 5) contained three 
cavities, two atria and a common ventricle. The atrium situated 
to the left received the superior and inferior vena cava of the right 
component and communicated with the right atrium by the foramen 
ovale. The pulmonary veins emptied into the right atrium and 
both atria communicated with the single ventricle by a common 
atrio-ventricular orifice. The single ventricle gave origin to a 
large artery which gave off the two pulmonary arteries and then 
continued as the aorta—the arch of the aorta being directed towards 
the right. From the arch four branches were given off which 
were from left to right, (1) the left subclavian, (2) the left common 
carotid, (3) the right common carotid and (4) the right subclavian. 
There was not anything abnormal in the rest of the circulatory 
system. 


The next specimen is similar in external appearances but differ- 
ing markedly as regards the circulatory system. This (Fig. 6) is 
a female double monster fused from the lower part of the abdomen 
upwards to the mid-part of the thorax (skiagram, Fig. 6a). On 
examining the abdomen there was a single peritoneal cavity with 
two separate pelvic cavities. In the abdominal cavity the liver 
formed a prominent structure and showed two halves fused at its 
superior surface. 


The Alimentary System (Fig. 7). Tracing the alimentary canal 
from above, the two cesophagi opened into two separate stomachs, 
one for each component situated symmetrically, the pyloric end of 
the left being directed towards the left. From the pyyloric ends 
of the two stomachs two duodenal canals were traced which fused 
at their distal ends, forming a single intestinal canal which bifur- 
cated about four inches lower down and from here the intestines 
could be traced separately in either component to the rectum. 
The spleen, kidneys, suprarenals, bladder and female generative 
organs were normal for either component. 


The Circulatory System. There is a transversely elongated 
boat-shaped heart situated in the median line (Fig. 8) and enclosed 
in a single pericardial sac. The heart consists of two portions, a 
large thick-walled ventricular portion and a small thin-walled atrial 
portion placed posteriorly and projecting to the right. On opening 
the ventricular portion, two chambers are seen (Fig. 9), a large 
anterior and a smaller posterior. From the larger anterior chamber 
is given off at its right superior angle the common arterial trunk of 
the right component, while from the left superior angle is given off 
the aorta of the left component. At the middle of the ventricle 
and opening posteriorly is the common atrio--ventricular orifice 
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guarded by a well-marked valve, while farther below and to the 
left is seen the small interventricular opening leading to the small 
ventricle from which arises the pulmonary artery of the left 
component. 

The atrium is a common thin-walled chamber placed posterior 
to the ventricle and it has three auricular appendages. Into this 
chamber open (1) the common single inferior vena cava opening 
at the right inferior angle; (2) two venous tubes opening at the 
right and left angles respectively ; and (3) the pulmonary veins. 

The Arteries. The aorta of the left component arises at the 
left superior angle of the ventricle and from the arch are given 
off the right subclavian, the right common carotid, the left common 
carotid and the left subclavian. It then received the ductus 
arteriosus from the pulmonary artery which takes its origin from 
the smaller posteriorly placed ventricle on the left side. The aorta 
then passes downwards as the thoracic and abdominal aorta 
giving off branches in the usual manner to the left component. 

The common arterial trunk of the right component starts from 
the right superior angle of the large anterior ventricular chamber. 
It arches directly backwards and to the left, being placed to the 
left of the vertebral column of the right component and is continued 
down as a descending aorta. Its branches are (1) the pulmonary 
artery given off before the bend which divides into two branches 
for the two lungs of the right component; (2) the innominate ; 
(3) the left common carotid and (4) the left subclavian. The aorta 
in its further course gives off the usual branches, with the exception 
that only one umbilical artery is given off from the right internal 
iliac, the other umbilical artery springing from the — internal 
iliac of the opposite component. 

The next specimen (Fig. 10), although it shows the appearance 
of a much closer union in the region of the thorax, presents features 
similar to the last. It is a female double monster, full time, united 
from the umbilicus to the upper part of the thorax (Fig. 11) 

On opening the abdomen, a single cavity with a common peri- 
toneal lining was found. There was a fused liver placed more on 
the right side and there were two gall bladders with their respective 
cystic ducts. 

The alimentary system (Fig. 12) is apparently separate for 
each component except for a communication which seems to exist 
between the small intestines of either component. The spleen, 
kidneys, ureters, bladder and generative organs were separate and 
well developed. 

Circulatory system. It will be seen from Fig. 13 that the heart 
was shaped similar to the last and the vessels arose in a very 
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similar manner. ‘There was a large single transversely elongated 
pericardial sac containing the heart which was found to consist of 
an atrial and a ventricular portion. The atrium consists of two 
parts, a right and a left, connected with each other by a median 
tube-like structure, while the ventricular portion consisted of two 
chambers, a smaller one to the right and a larger to the left and 
more anteriorly. The right ventricle communicated with the left 
through the interventricular orifice and from its right superior 
angle was given off the pulmonary artery of the right component. 


The aorta to the right component springs from the right 
superior angle of the left ventricle, passes behind the pulmonary 
artery of that side, and arches backwards and downwards to the 
right, continuing as the descending aorta. From the arch three 
branches are given off (1) the innominate, (2) the left common 
carotid, and (3) and the left subclavian. The aorta then received 
the ductus arteriosus and the rest of its course is normal except 
that the right common iliac bifurcates into the external and internal 
iliacs and umbilical arteries, while the left umbilical artery takes 
origin from the left internal iliac. 


The arterial trunk of the left component springs from the left 
superior angle of the left ventricle, gives off two pulmonary 
arteries and arches to the left to continue as the descending aorta. 
The branches given off were normal in their origin and distribution. 


Thoracopagus Tribrachius Dipus. The next two specimens 
present important variations from those already described. In 
Fig. 14 the two heads are well developed and quite separate, and 
fusion has taken place in the upper part of the thoracic region. 
There are three upper extremities, two well-developed, while the 
third is a rudimentary one placed posteriorly between the necks 
and directed upwards with a broad base and a conical tip (Fig. 15). 
The two lower extremities are normal in position and there is 
a common anal opening. There is a common abdominal cavity 
with a common peritoneal lining. The mouth, pharynx and the 
cesophagus are separate for the two components. The two 
cesophagi (Fig. 16) led into two different stomachs placed symetric- 
ally, each leading into its own duodenum. The two intestines 
fused together about 10 inches from the ileo-caecal valve and from 
here are traced the common united small intestine, caecum, colon, 
sigmoid and rectum. There is a single umbilical vein, as also 
the inferior vena cava. There is a single spleen, two kidneys 
placed lateral to the vertebral columns of the monsters on either 
side. There is a pair of undescended testes in the abdomen and 
a single bladder and two ureters in the normal position. The right 
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stomach is situated in a recess formed by the right cupola of 
the diaphragm behind and below the liver. 

On opening the thorax a large pericardial sac was found in the 
middle with the two pleural sacs on either side. Inside the peri- 
cardium were the two hearts, the left being nearly twice the size 
of the right (Fig. 17). There is a single common atrium to both, 
which was placed between and behind the ventricular parts 
forming the base of the heart (Fig. 18). There were four auricular 
appendages overlapping the aorta and pulmonary artery of each 
component. Into the common atrium opened (1) the common 
inferior vena cava at the inferior and posterior part about its 
middle, (2) two superior venze cavae—one at the right superior angle 
and the other at the middle near the left ventricular portion. The 
position of the superior venze cavze would have been normal if the 
atria had been separate. (3) The pulmonary veins opened from the 
lungs of each component into the corresponding side of the atrium. 

There were three auriculo-ventricular orifices, one for the 
common ventricular chamber of the right component and two for 
the ventricular chambers of the left component. 

The ventricular portion of the left component showed two 
chambers, a right and a left, separated by an inter-ventricular 
septum. The pulmonary artery took its origin from the right 
chamber, while the aorta arose from the left. 

The ventricular portion of the right component presents a 
common single ventricular chamber. From this chamber arise the 
aorta and the pulmonary artery, the aorta being placed anterior 
to the pulmonary artery. The aorta curves to the right, forming 
the aortic arch from which are given off (1) the left innominate 
which divides into the left subclavian and left common carotid, 
(2) the right common carotid, and (3) the right subclavian. The 
descending aorta then receives the ductus arteriosus from the pul- 
monary artery and proceeds downwards and inwards through the 
diaphragm into the abdomen. The aorta of the left component 
passes behind the pulmonary artery of that side, arches to the left 
and proceeds downwards as the descending aorta. It is bigger 
in size than the aorta on the right side and gives off the usual 
branches from its arch and receives the ductus ateriosus. The 
descending aortz of the two components came into the abdomen 
after passing through separate openings in the diaphragm, and 
joined together to form a common trunk at the level of the upper 
border of the kidneys, being placed between the two vertebral 
columns. This common trunk ran for about one and a half inches 
and bifurcated into the common iliac arteries, each of which divided 
into an external and an internal iliac artery. From the internal iliac 
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arteries the umbilical arteries took origin and continued upwards on 
either side of the urachus to the umbilicus. Branches were given 
off to the viscera from the common trunk. 

The next specimen (Fig. 19) is very similar to the last. It is 
a female double monster with the two heads well developed and 
quite separate, fusion having taken place in the upper part of the 
thorax. There are three upper extremities, the right and left being 
in the normal positions while the third springs from the root of 
the neck posteriorly between the two heads. This extremity is 
much thicker, while in the region of the hand there are seven 
fingers and a ventral cleft suggesting the fusion of the palmar 
aspects (Fig. 20). 

There was a common diaphragm separating the common 
abdominal from the thoracic cavity. In the abdominal cavity were 
found, a single liver, spleen, two kidneys (one for each component) 
situated lateral to the vertebral columns of either component, a 
single uterus with its appendages in its normal position and a 
bladder anterior to it with the umbilical arteries one on either side 
converging on the umbilicus. 

The rectum was posterior to the uterus and sigmoid, colon, 
caecum and appendix were traced upwards. Five inches above 
the caecum it was noted that the common intestinal canal (Fig. 21) 
had been formed by the fusion of the small intestines from both 
sides and that the mesenteries had also fused at this point. On 
tracing the intestinal canals separately, they were found to end 
on either side in stomachs of normal size and symmetrically placed. 

On opening the thorax, the large pericardial sac was noted in 
the median line and on ether side were the two pleural sacs lying 
in the same plane. Situated behind the pericardial sac were two 
other smaller pleural sacs containing two lungs, both of which 
were trilobed. There were two trachez, one for each component, 
each dividing normally. . 

The Circulatory System (Fig.22). It will be noticed from the 
figure that the circulatory system, though similar in essentials to 
the last, presents certain differences. The two hearts are united 
in the median line in the region of the auricles by a transverse sac. 
The heart of the left component contained four chambers and 
presented the normal features except that the foramen ovale 
admitted the tip of the little finger and a membranous inter-auricular 
diaphragm could not be made out. The heart of the right com- 
ponent (Fig. 22) contained two cavities, a common auricle and a 
common ventricle. The common auricle communicated with the 
right auricle of the opposite side through the forementioned 
transverse sac in the median line and received the superior vena cava 
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and inferior vena cava of the right component. The orifices of the 
pulmonary veins were not made out. From the upper part of the 
ventricle the aorta and pulmonary artery were given off. The two 
aorte of either component united to form a common abdominal 
aorta and gave off the branches in the usual manner. 

This variety of monsters is reported to be extremely rare. 
Frederick Ysander states that ‘‘during the years 1911-1922 only 
one case was definitely reported by Bounds and Shanks (1g21). The 
report did not contain any data concerning the more detailed 
anatomical structure. Ancel and Wintemberger (1920) refer to 
one specimen, which they found as an octopage—a term which in 
the French literature is commonly used to signify the type Thorac- 
opagus Tribrachius, though writers are not fully agreed as to the 
use of this word.”’ 

Thoracopagus Dibrachius Dipus. The next type of monster, 
the Dibrachius Dipus, is said to be extremely rare (Fig. 23). 
Here is an anencephalic female double monster fused from the 
root of the neck downwards with the heads separate. There is 
a single umbilicus situated in the normal position and there are 
two upper and two lower extremities (Fig. 24) situated normally 
with reference to the trunk. 

There is a single coelomic cavity with a common peritoneal 
lining. The alimentary system is common from the caecum to 
the rectum, but above the two oesophagi led into two separate 
stomachs and evidently fusion of the small intestines had taken 
place in much the same manner as in the last specimen (Fig. 24a). 

On opening the thorax (Fig. 25) there was a single peri- 
cardial sac in the median line flanked on either side and in the 
same plane by two pleural cavities, while posterior to it were two 
ventricular chambers. The double heart of the monster presents 
two ventricular chambers, a smaller right and a larger left. There 
was one common atrium situated posterior to both the ventricles 
(Fig. 26). The openings into this chamber were (1) the common 
median venous trunk, perhaps representing the fused adjacent 
innominate veins; (2) the openings of two other venous trunks 
representing the right innominate vein of the right component and 
the left innominate vein of the left component; (3) the orifice of 
the single inferior vena cava; (4) the orifices of the pulmonary 
veins from the lungs of both components on the lateral aspects of 
the atrium, 

From the ventricle on the right side a single arterial trunk is 
given off which takes a bend to the right and from its arch arise 
(1) the left common cortoid artery; (2) the right common cortoid 
artery ; and (3) a branch which divides into the right subclavian and 
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pulmonary arteries. It then proceeds as the descending aorta and, 
after piercing the diaphragm, it joins the aorta of the left component 
to form the common abdominal aorta. 

The ventricle of the left component gives off the aorta and the 
pulmonary artery; the aorta, after giving off two branches (1) a 
common trunk which divides into the right and left common 
carotid artery, and (2) the subclavian artery to the left limb, receives 
the ductus arteriosus and proceeds downwards through the dia- 
phragm to join its fellow of the opposite side. The rest of the 
course is normal. 

So far we have been dealing with Dicephalic Thoracopagic 
Monsters. It will be seen that the circulatory system probably 
presents a greater number of variations than any other system of the 
body. As a matter of fact one might not be able to find two 
specimens which, no matter how similar they might be in their 
external appearance and thoracic structure, would show approxi- 
mately the same structure of the heart. Among the many varieties 
described in the preceding pages as being demonstrable in the 
hearts of thoracopagi, certain marked types stand out, thus making 
a morphological classification possible. At the one end of 
this series there are those hearts which have become so com- 
pletely united that there is only one auricle and one ventricle, 
while at the other end there are those which consist of two com- 
pletely separate hearts, each contained within its own pericardium 
or within a common pericardium. In between these two extremes 
are those hearts in which there are two distinct ventricles but 
one common auricle, and those hearts in which the auricles are 
united by a streak of tissue only. 

Syncephalus Thoracopagus Tetrabrachius Tetrapus. The 
next specimen is a male monster of about seven months’ develop- 
ment. It consists of two components fused from the umbilicus 
upwards (Fig. 27), including the head, the umbilicus constituting 
the lower point of fusion. At the cephalic end anteriorly the 
appearance of the normal face is present, the eyes, nose, mouth 
and ears being proportionate and directed anteriorly (Fig. 28). 

On opening the abdomen a common diaphragm was noticed 
with a single abdominal cavity and a common peritoneal lining. 
The liver, spleen, kidneys, suprarenals, the testes and bladder. 
were separate and normal in both components. The monster had 
a single buccal cavity with one pharynx from which was traced 
a common oesophagus situated in the median line (Fig. 29) this, 
after piercing the diaphragm, opened into a cavity communi- 
cating with two diverticular which correspond with the fundi 
of the stomachs on either side. From that which represents the 
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pyloric extremity of this stomach a single intestinal canal was noted 
which bifurcated about five inches from the caecum, the two 
divisions leading to a separate caecum, sigmoid colon and rectum 
for each component. 

Respiratory System. From a common pharynx two larynges 
were traced, one anteriorly and the other posteriorly. The laryn- 
geal openings in the pharynx were small T-shaped openings. The 
anterior trachea was about an inch in length and bifurcated into 
two bronchi which went to the two anterior set of lungs. The 
posterior trachea bifurcated similarly to the posterior pair of lungs. 

Circulatory System (Fig. 30). There were two hearts, one 
anterior and the other posterior, each in its own pericardial sac. 
The two pericardial sacs were separated by the two trachez 
and the pharynx in the middle. The anterior heart consisted of 
a common auricle into which the superior and inferior venz cavze 
and the pulmonary veins of the anterior pair of lungs opened (Fig. 
31) and it communicated by a single auriculo-ventricular orifice 
with the ventricles. There were two ventricles, one situated 
anteriorly from which the pulmonary artery arose, while from the 
posterior or left ventricle an arterial trunk arose, and this, after 
receiving the ductus arteriosus, divided into two branches, one 
constituting the aorta of the right component, and the other the 
aorta of the left component. 

The smaller posterior heart consisted of a single auricle and 
a Single ventricle. The common auricle received the superior and the 
inferior venz cave and the pulmonary veins of the posterior pair of 
lungs. From the ventricle was given off a big artery which gave 
off two branches soon after its origin, and these were the two 
pulmonary arteries to the posterior pair of lungs. The artery 
then arched forward and, coming anteriorly, joined the aortic arch 
of the right component distal to the three main branches of the 
latter. 

The aorta for the right component gave off three branches prior 
to its joining the arterial trunk from the posterior heart. The 
branches were (1) a common carotid artery going along the right 
side of the neck ; (2) the right, and (3) the left subclavian. After 
receiving the arterial trunk from the posterior heart, the aorta 
continued as the descending thoracic and abdominal aorta of the 
right component and divided in the usual manner, except that there 
was only one umbilical artery from the anterior common iliac artery. 
The aorta of the left component which took its origin from the 
arterial trunk of the anterior heart gave off the subclavians for its 
upper extremities and then continued as the descending aorta bifur- 
cating below into the two common iliacs from the anterior, of 
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which the only umbilical artery from that component arose. The 
umbilical arteries were traced to the umbilicus. 

Ischiopagus. The last specimen is that of an ischiopagus 
(Fig. 32), of nearly full time. The single umbilicus is the mid- 
point between the two foetis, and the abdomino-thoracic walls of 
the components above the region of the umbilicus are normal. 
The lower limbs are situated at right angles to the longitudinal 
axis of the body, being fused on one side (the convergent side) 
and separate on the other (the divergent side). (Fig. 33). 

There is a common abdominal cavity with the peritoneal lining 
common and continuous. Dissecting the abdominal portion of 
the umbilical cord, two umbilical veins and two umbilical arteries 
were noted, the umbilical veins going to each foetus, towards the 
liver. The umbilical arteries (Fig. 34) one for each foetus con- 
verge towards the umbilicus on either side of the bladder situated 
on the divergent side. The internal generative organs consist of 
two complete sets of uteri, Fallopian tubes and ovaries. The 
plane of the uteri is in the longitudinal axis of the foetuses and 
not in the transverse as is usual. The intestines had apparently 
fused together and only a small portion of the common large 
intestine ending in a single rectum was noticed. (A large portion 
of the abdominal contents had been previously removed.) 

The abdominal aorta bifurcated above the region of the pelvis in 
one foetus, the bifurcated branch belonging to the divergent side 
being bigger than that towards the convergent side. The smaller 
branch divided into two branches, the external iliac artery going to 
the united lower limbs and the internal iliac artery descending into 
the pelvis. The bigger branch divided into an external iliac, which 
went to the proper limb on the divergent side, and the internal iliac 
artery which gave origin to the only umbilical artery from that 
foetus and then descended into the pelvis. 

In the foetus, on the opposite side, the abdominal aorta devi- 
ates practically to the divergent side and divides into an externai 
and internal iliac artery ; from the latter the other umbilical artery 
is given off. 


THE Osstetric History oF DouBLE MONSTERS. 


We shall next examine the problem of double monsters from 
the obstetric point of view and see how far diagnosis is possible, 
what are the possibilities of natural delivery, how labour may be 
obstructed and delayed and what would be the methods of delivery 
to be adopted. Writing on this aspect of the problem, the late 
Dr. Ballantyne said: “It is safe to say that in the past cases of 
difficult labour, in which the cause of the difficulty was the presence 
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of united twins in the uterus, have generally been dealt with without 
any consideration for the life of the double monster. As a matter 
of fact, the only cases (two in number) with which | had to do were 
ended after great difficulty by a sort of general dismemberment 
of the foetuses. There are, however, certain circumstances which 
may now make it necessary for us to revise our views regarding 
such a mode of obstetric interference. First, the profession 
regards with very different feelings the operation of crani- 
otomy on the living foetus, and is striving to substitute methods 
of interference, such as Ceesarean section, symphisiotomy and the 
induction of premature labour which give a chance of survival 
to the infant. The life of united twins may not, perhaps, appear 
to have a high value, but it is a fact that some individuals thus 
congenitally fused have survived happily for a number of years. 
The Siamese twins constitute an instance of this, for these 
brothers lived from 1811 till 1874, and begot normal children. 
Secondly, Czesarean section can now be performed with a 
much lower mortality than formerly, and gives an alternative 
method of delivery in cases which used always to be terminated 
by embryotomy. ‘Thirdly, united twins are not now condemned 
to pass their lifetime fused together, for modern surgery has 
attempted and in one or two instances has carried out with 
partial success, the separation of the two bodies. At the same 
time, while these new circumstances ought to make us take a 
different view of our responsibilities in the treatment of labours 
complicated by the presence of double monsters, it is doubtful 
whether it will be found possible as yet to apply them to the actual 
obstetric management of cases. There is still the difficulty of ante- 
partum diagnosis of the existence in ulero of such a monstrosity. 
Although it may be possible for the more skilful diagnostician to 
suspect abnormalities of the unborn infant as a result of the 
palpation of the uterus, it is the general rule that malformations are 
not recognized till labour is in the second stage, and till, therefore, 
induction of premature labour is out of the question and Czesarean 
section can only be performed under disadvantageous conditions. 
It must be borne in mind that the antenatal diagnosis of twins can 
rarely be made with ‘certainty, the obstetrician being forced to 
content himself with intranatal recognition of this complication 
of labour. And I know of no way in which the nature of the twins 
can be foretold before their birth, for even if a radiogram could be 
made showing the presence of two foetiis, it would be useless 
for the diagnosis of the presence or absence of union of the twins, 
unless, indeed, the union were an osseous one.”’ 

I have quoted Ballantyne at length because on the whole the 
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position in regard to the several problems connected with this 
subject is admirably summed up by him. Assuredly the possibility 
of antenatal diagnosis of conjoined twins is remote, and in the four 
cases referred to in this series the fact was not suspected and the 
diagnosis was made only after intrauterine palpation in the second 
stage of labour. lam not, however, certain that a radiogram would 
be as futile as Dr. Ballantyne would have us believe, because from 
the radiogram here depicted one is led to infer that even in 
the absence of any osseous union the shadow would undoubtedly 
help in arriving at a correct diagnosis. The rarity of these cases, 
the fact that even a suspicion of abnormality may not arise and 
the difficulties as regards the ready availability of an X-ray plant 
are factors which tend to lessen the value of radiographic findings. 

As regards the labour, the possibilites of natural labour and 
the difficulties likely to arise will depend on the type of double 
monster. So far as bicephalic monsters are concerned there are 
several authentic instances of thoracopagi on record when natural 
delivery has presumably occurred and the conjoined twins have 
survived, in some cases for years. The most celebrated of such cases 
is that of the Siamese twins Eng and Chang, already referred to. 
They were born in Siam about May 1811 and were of Chinese 
parentage. Their mother was about 35 years old at the time of 
their birth and had borne four female children prior to Chang 
and Eng. She afterwards had twins several times, having 
14 children in all. She did not give any history of special signifi- 
cance during the pregnancy, although she averred that the head 
of one child and the feet of the other child were born at the same 
time. 

The ‘‘Orissa Sisters,’’ called Radica-Doddica, shown in Europe 
in 1893, were similar to the Siamese twins in conformation. These 
were born in Orissa, India, in September 1889 and were the result 
of the sixth pregnancy, the other five children being normal. 

Many other cases of craniopagi and ischiopagi are on record 
in which delivery seems to have terminated naturally—or at any rate 
without instrumental aid or otherwise from any qualified physician. 
The Hungarian sisters Helen and Judith, the negroid twins Millie- 
Christine,the pygophagic twins Ross-Josepha Clasek are instances. 

But more often, perhaps, the labour was complicated unless the 
twins were premature. In the four cases I have referred to, in one, 
the dicephalic thoracopagus tribrachius, labour was complicated 
with a central placenta previa in a multipara, and my senior 
colleague, Col. Hingston, delivered the conjoined twins by a 
Ceesarean section. The mother made an uninterrupted recovery 
but the twins were still-born consequent on the ante-partum hzmor- 
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rhage. The other case, thoracopagus tetrabrachius, was eer 
by embryotomy. 

An attempt was made to deliver the foetus by bringing both 
breeches down, but without success, and finally the monster was 
delivered by spondylotomy and decapitation of one head. The 
craniopagus was delivered with forceps but did not survive 
and the fourth case, a premature one, was born naturally, both 
breeches coming down simultaneously and then one head after 
the other. Czesarean section undoubtedly offers a safer method of 
delivery both for the mother and for the foetus, provided the diag- 
nosis is made sufficiently early and there are no contra-indications. 
Cases are recorded of thoracopagic twins being delivered by 
Ceesarean section by Professor R. J. Johnson (1921) of Edinburgh, 
and by Dounds and Shanks of Missouri State. Gibberd refers to a 
case of obstructed labour due to conjoined twins admitted to the 
City of London Maternity Hospital under the care of Mr. Eardley 
Holiand. Morphia and a general anesthetic was given. The 
area of junction between the twins was then cut through with a 
long pair of scissors, the first delivered by traction and the second 
by version. In the case of the ischiopagus it is possible that 
labour will be natural or easily terminable if the presentation is 
Suitable, i.e., if the head should present, the first child would be 
delivered easily and the second follow much like a breech case. 
The extreme rarity of these monsters and the fact that but few 
persons will meet such cases in a lifetime make one feel that 
perhaps delivery should be left to the skill and experience of the 
obstetrician concerned, and the condition of the patient and nature 
of the case, and that no definite line of delivery should be laid down 
for guidance. 

Lastly I shall just touch on the interesting subject of operations 
on conjoined twins and the possibility of separating them. This 
subject has been considered from time to time by the most reputed 
surgeons of the day and has resulted in a great deal of discussion. 
Perhaps the most interesting of these discussions was centred 
around the Siamese twins, Chang and Eng, famous among con- 
joined twins in many ways. Chang and Eng married two sisters 
when they were forty years of age and had a large family of eleven 
children, all healthy and strong. Domestic infelicity seems to 
have overshadowed them, and in 1869, when 58 years old, they 
made a trip to Europe, ostensibly to consult the celebrated surgeons 
of Great Britain and France on the advisability of being separated. 
It was stated that a feeling of antagonistic hatred after a quarrel 
prompted them to seek ‘‘surgical operation,’’ but the real cause 
seems to have been a desire and a hope to replenish their depleted 
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exchequer by renewed exhibition and advertisement. The feasi- 
bility of the operation of separating them was discussed by many 
leading men of America, and Thompson, Ferguson, Syme, Sir 
J. F. Simpson, Nelaton and many others in Europe, with various 
reports and opinions after examination. At this time they had 
diseased and atheromatous arteries, and Chang, who was quite 
intemperate, had marked spinal curvature and shortly afterwards 
became hemiplegic. They died on January 17th, 1874. 

Swingler speaks of two girls joined at the xiphoid cartilage and 
the umbilicus, the band of union being one and three-quarter inches 
thick, and running below the middle of it was the umbilical cord, 
common to both. They first ligated the cord, which fell off in 
nine days, and then separated the twins with a bistoury. It is 
reported that each of them made an early recovery and lived. 

In 1866 Boehm gave an account of Gusentrausen’s case of 
twins who were united sternum to sternum. An operation. for 
separation was performed without accident but one of the children, 
already very feeble, died three days after; the other survived. 
The last attempt at an operation like this was in 1881, when 
Biandet and Buginon attempted to separate conjoined sisters 
(Marie-Adele), born in Switzerland on June 26th. Unhappily, 
they were feeble and life was despaired of when the operation was 
performed on October 29th. Adele died six hours afterwards and 
Marie died of peritonitis on the next day. 

The question of separation is intimately connected with the 
degree and nature of union between the twins. The diagrams 
will make it clear that no conclusions could be drawn from 
external appearances and that in some cases, although the 
external appearance may suggest a superficial union in the cartila- 
genous or soft tissues, it may be found that a far more intimate 
union exists in the region of the heart, perhaps in the shape of a 
common auricle. 

Still, the advantages of modern operative surgery suggest the 
possibility that the operation of separation of conjoined twins will 
come within the range of practical politics. The aid of radio- 
graphy will be invaluable in such cases, as thereby the two impor- 
tant systems, circulatory and alimentary, could be examined and 
the gross malformations noted. 

No records are available as to the nature of the cardiac impulse, 
the sounds of the complex heart, the murmurs noted, the variations 
in the pulse-rate and other allied phenomena, and it would be 
a fruitful source of discussion for cardiologists if they could investi- 
gate one of these conjoined twins and demonstrate their skill in an 
interpretation of the cardiac sounds, 
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It is with pleasure that I acknowledge my indebtedness to Dr. 
Ratnaswamy, House Surgeon at the Maternity Hospital, Madras, 
to Doctors Arjunan and Anantnarayan for valuable assistance 
rendered in the preparation of this paper and for helpful sug- 
gestions. I am grateful to Col. C. A. F. Hingston, I.M.S., 
for affording me all facilities in the study of these monsters, 
and I am indebted to Dr. M. J. S. Pillai Ag, Radiologist, Madras, 
for the excellent radiograms of these monsters. 
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FIG. 2. 
Thoracopagus Tetrabrachius Tetrapus, 
(Skiagram). 
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Thoracopagus Tetrabrachius Tetrapus. 
(Showing the heart and vessels in situ). 
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FIG. 3. 


Thoracopagus Tetrabrachius Tetrapus. 
{Alimentary system). 
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Fic. 5. 
‘Thoracopagus Tetrabrachius Tetrapus. 
(Circulatory system: Schematic). 
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Fic. 6. 
Thoracopagus Tetrabrachius Tetrapus. 


Fic. 6a. 
Thoracopagus Tetrabrachius Tetrapus, 
(Skiagram), 
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Specimen IX Diagram showin the 
disposition of the Liver-rusion 
of Duddenil between the fused livers. 


Fic. 7. 
Thoracopagus ‘Tetrabrachius Tetrapus. 
(Showing the fused intestines). 
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Fic. 8. 
Thoracopagus Tetrabrachius Tetrapus. 
(Showing the boat-shaped heart siti) 
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‘ FIG. 9. 
Thoracopagus Tetrabrachius Tetrapus. 


(Showing circulatory system and chambers of the 
heart). 
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FIG. 12. 
Thoracopagus Tetrabrachius Tetrapus. 
(Alimentary canals). 
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FIG. 13. 
Thoracobrachius Tetrabrachius Tetrapus. 
(Circulatory system). 
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FIG. 13a. 
Thoracopagus Tetrabrachius Tetrapus, 
(Heart in situ). 


Fic. 14. 
Thoracopagus Tribrachius Dipus. 
(Skiagram). 
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Fic. 18. 
Thoracopagus Tribrachius Dipus. 
(Circulatory system: Schematic). 
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FIG. 19 
Thoracopagus Tribrachius Dipus. 
(Skiagram). 
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T'1G. 20. 
Thoracopagus Tribrachius Dipus. 
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Specimen Alimentary System (Oagramatic) 


F1G. 21. 


Thoracopagus Tribrachius Dipus. 
(Alimentary system), 
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Fic. 22a. 


Thoracopagus Tribrachius Dipus. 
(Hearts in situ). 
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Fic. 22b. 
Thoracopagus Tribrachius Dipus. 
(Circulatory system : Schematic). 
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FIG. 23. 
Thoracopagus Dibrachius Dipus, 


FIG. 24. 


Thoracopagus Dibrachius Dipus. 
(Skiagram). 
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IG. 24a. 
Thoracopagus Dibrachius Dipus. 
(Alimentary systeim), 
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Thoracopagus Dibrachius Dipus. 
(Hearts in situ), 
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26. 
Thoracopagus Dibrachius Dipus. 
(Circulatory system : Schematic). 
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FIG. 27. 
Syneephalus Thoracopagus ‘Tetrabrachius Tetrapus 
(Skiagram), 
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28. 
Syncephalus Thoracopagus Tetrabrachius Tetrapus, 
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Syncephalus Thoracopagus Tetrabrachius Tetrapus. 
(Alimentary system), 


Syncephalus Thoracopagus Tetrabrachius Tetrapus, 
(Hearts in situ), 


Specimen. Alimentary System (ai atic) 
FIG. 29. 
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FIG. 30. 


Fic. 31. 
Syncephalus , Thoracopagus Tetrabrachius Tetrapus. 
(Circulatory system : Schematic). 
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Ischiopagus, 


FIG. 33. 
Ischiopagus. 
(Skiagram). 
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Specimen 1. pelvic Viscera ( Wewed Fam abore) 


BIG. 34, 
Ischiopagus, 
(Generative ors gans). 
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Three Hundred Cases of Abortion. 


By THomas ViserT Pearce, M.B., B.S. (Lond.), F.R.C.S. (Eng.). 
Resident Medical Officer, the Royal Northern Hospital, London. 


THE PREVALENCE AND INCIDENCE OF ABORTION. 


MUucH attention is being devoted at the present time to maternal 
mortality and morbidity, and their discussion has tended to 
obscure the increasing menace of abortion against health and 
human dignity. Attention has also been diverted by the pro- 
tagonists in the birth-control controversies, so that the sad and 
sometimes sordid subject of abortion is forgotten. 

In the adjoining table (No. 1) is shown the number of births 
registered in the Borough of Camberwell’ and the number of cases 
of abortion admitted to St. Giles’s Hospital for the last seven years. 
They have been contrasted with the admissions for ectopic preg- 
nancy, which have remained approximately constant while the 
number of abortions has gradually increased; it happens to be 
by exactly 50 per cent from the figure for 1923 to that for 1928. 
The figures for ectopic gestation were used because the condition 
belongs to the same department of medicine and demands urgent 
operation and hence verification of diagnosis. No factors liable 
to influence the incidence of admission of cases of ectopic preg- 
nancy are known. The rough constancy suggests that the popula- 
tion liable to accidents of pregnancy from which the hospital draws 
its patients has remained much the same, yet a rise in the figures 
for abortion by 50 per. cent in seven years is surely significant 
as some indication of the increase of abortion. There is no reason 
to suppose that medical practitioners are less ready to undertake 
the care ef aborting women in their own homes than they were a 
very few years ago. Nor has there been any change of hospital 
policy which might account for an increase in the figures, for any 
one hospital, of the admissions of some variety of patient because — 
she was refused elsewhere. Cases of ectopic pregnancy would 
not be refused by any hospital, whether voluntary or municipal, 
while it nas long been the policy of voluntary hospitals to refuse 
cases of abortion. The great majority, therefore, of cases of abor- 
tion in the Borough of Camberwell, which need hospital treatment 
are admitted to St. Giles’s Hospital, which is controlled by the 
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Guardians of the Poor in Camberwell. The increase in the number 

of abortions is still more emphasized if the ratio between births 
in the Borough and abortions admitted is used as an index; for 
while births decrease, abortions increase. In 1923 there were 
47-9 births to 1 case of abortion, wlfile in 1929 this figure had 
dropped to 23.1 births to 1 abortion admitted. This ratio sets a 
limit in one direction to the frequency of abortion. It must really 
be much more frequent; some cases do not need admission to 
hospital, but can be recognized and treated at home, while there 
are others diagnosed by the patients or their friends as ‘slight 
misses’ or ‘false conceptions’ about which the doctor is not con- 
sulted. Certainly, also, some menstrual irregularities are really 
abortions and ought to be counted as such, for logic demands 
that an abortion is the termination of pregnancy between the 
moment of conception and the twenty-eighth week or thereabouts 
of gestation. Obstetricians have given estimates of the frequency 
of abortions; they seem to be based on impressions rather than 
actual statistics and are not necessarily less valuable on that 
account. Hegar® put the figure at one abortion to eight births, 
while Fairbairn,* writing quite lately, estimates it at one to five 
or six. Marshall* quotes similar figures from Kelly, Franz, and 
Williams. Krobinsky,’ in Manitoba, concluded that abortion is 
the termination of 25 per cent of all pregnancies. In Germany, 
thirty to forty years ago, the proportion was said to be 1: 10, but 
in 1926 it was reported as being 1 abortion to 2.5 births.° 

In the absence of ability to diagnose conception and similarly 
the termination of early pregnancy, it is quite impossible to arrive 
at an exact abortion rate. The extrusion or absorption of a fertil- 
ized ovum may even be commoner than its retention. 

The following experience was gained by the author during two 
year while he was in charge at St. Giles’s Hospital of a ward 
devoted to gynecology and the diseases of pregnant women. 

Of 300 cases of abortion or threatened abortion in which the 
pregnancy was not continued, 207 had had no previous abortion, 
while the remaining 93 cases had had 174 abortions between them. 
The same 300 cases between them had had 838 children, the ratio 
of 174 to 838 being 1 ‘abortion to 4.82 births. If we include in the 
figures the abortions for which they were being treated, the ratio 
becomes 174+ 300 or 474: 838; which gives 1 abortion to 1.77 
births. This latter ratio, of course, applies to a very special 
‘population’ chosen at a very special time. The figures, however, 
ought to be subjected to a correction and stated for patients rather 
than for cases. One woman was admitted for three abortions, and 
one was admitted twice for abortion in the two years. Allowing for 


Three Hundred Cases of Abortion 771 


these by only counting them once each, the figures for 297 women 
become 1 abortion to 5.36 births. Including in the figures the 
abortions for which the patients were being treated, the ratio is 
1 abortion to 1.82 births. 

The difference between 1: 4.82 and 1: 5.36 seems a surpris- 
ingly large correction, and is due to the remarkable record of one 
patient which runs as a disturbing factor through all the statistical 
matter, making the figures much ‘rougher’ than they would be if 
the influence of this recidivist could be omitted. Whether in 
another group of such 300 cases of abortion such a patient would 
occur is, of course, impossible to guess; but the records of the 
hospital show that if the list were carried back another nine 
months she would appear again. As her age is only 31 years, if 
the figures could be extended forward nine months she would 
probably appear again for her twelfth abortion, or, much less 
likely, for her fourth child.* 

In trying to arrive at an abortion to children ratio there are 
numerous pitfalls, and the ratio found has very little meaning 
apart from a close specification of the population from which it is 
derived. Probably the ratio for the population of a gynzecologist’s 
consulting room would be different from that of a physician’s, so 
that in some measure the figure is really the observer’s experience 
of the frequency of abortion rather than that applying to the 
general body of women. Again, the children to abortion ratio 
depends to some extent on the age of the women. The ratio for al! 
parous women over 40 years of age attending a hospital depart- 
ment would be different from the ratio for all parous women over 
20 years of age attending that department. Hence, some sort of 
statement about the age distribution is essential. There are, of 
course, some much more obvious errors. A woman of 50 who has 
had ten children, for instance, and who will therefore influence the 


*Mrs. A. B. was born in 1898. In 1917 and 1919 children, now living, 
were born. In 1921 a child was born who died fifteen months later. In 
1925 an ovarian cyst was removed, but between 1921 and 1926 there were 
seven abortions. In May, 1927, appendicectomy was performed for acute 
appendicitis, but in July 1927 she came back again for an 18 weeks’ abortion. 
In August 1927 there is no doubt that she had another very early abortion 
followed 12 months later by an eight weeks’ abortion. Then in July, 1929, 
she passed a macerated foetus of about 20 weeks, this being her eleventh 
abortion. Her Wassermann reaction was negative on two occasions, and she 
always denied, probably truthfully, any interference, though she admitted 
she had enough children—only two living, however. The ovariotomy 
can hardly have decreased her fertility, and in such a woman appendicec- 
tomy had no influence whatever, for her record for foiled fecundity about 
that time seems incredible. 
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ratio considerably, may easily forget a miscarriage which twenty 
years before she remembered vividly. It is possible, also, that 
she is not quite certain of her age. 


A complete specification of the cases in so far as age, children, 
and abortions can be given in three tables. The definition of age 
is simple—one must take the woman’s word for it unless it can 
be checked from a previous« admission, when, quite often, the 
conscientious observer is faced with an awkward choice. ‘Children’ 
as used is really a misnomer; it should be ‘viable pregnancies.’ 
Hence, twins are. made to count as one, and also premature children 
and still-births, Abortion is taken in its usual sense—the termina- 
tion of a normal pregnancy (or one in our present state of 
knowledge apparently so) up to the 28th week from the commence- 
ment of the last menstrual period, sometimes not an easily defined 
point. Hence, patients with abortion due to vesicular mole (of 
which there were three cases) are not included in the series. 


Ectopic pregnancy and vesicular mole did not occur in the 
histories of these 297 women.. 


A fourth variable was introduced, namely ‘years since last 
pregnant.’ Unfortunately, it was not realized at first that this 
would be of any particular interest, and the figures were only 
recorded latterly and known for 192 cases out of 259 who had been 
previously pregnant among these 300 cases of abortion. The 
labour of making six classified tables for four variables is 
sufficiently time-consuming, but it would have been more worth 
while if ‘years since marriage’ had been recorded and introduced. 
Then, for strict reasoning, ten tables would have been involved 
and made any calculation very laborious. A further improvement, 
and probably a valuable one, would have been to separate ‘prema- 
ture children’ from ‘children.’ 


If in the tables from the figures which have been. outlined one 
is subtracted, then allowance is made for the two patients who 
were admitted more than once during the period of observation. 
In effect by this subtraction the tables are converted from ‘cases’ 
to ‘persons.’ This has not been done, however, for the tables 
involving ‘years sinte last pregnant’ which seem naturally to 
refer more to the actual event of miscarriage rather than to the 
past history of the women. One further explanation of the ‘years 
since last pregnant’ tables is necessary. In the ‘less than one 
year’ row in the distribution of ‘years since last pregnant,’ which 
contains 26 cases ranging from two cases at four months up- 


- wards to cases less than 12 months since last pregnant, it was not 


assumed that they would be grouped about the mean of six 


Three Hundred Cases of. Abortion 773 


months, but their actual mean was found, which is 8.5 months and 
which was used in the calculations. 

In the calculations of standard deviations (c) and correlation 
coefficients (r) the usual notation is used, numbers below the line 
as suffixes representing the variables. 


I connotes age. 


2 - number of children (i.e. viable pregnancies). 
3 = number of previous abortions. 
4 ié years since last pregnant. 


Numbers below the line as prefixes mean that for the cited. 
statistical index certain variables have been reduced to, and can 
be taken as, constant. 1,,=+.24 means that the correlation be- 
tween age and time since last pregnant is +.24 and gives some 
measure of the interdependence between increase of the time 
between pregnancies and increase of age. In a group of women 
who have had the same number of children (2) the correlation 
between age (1) and time since last pregnant (4) is higher. 
a!44= +.45. In women with the same number of children (2) and 
who have had the same number of abortions (3) the correlation 
coefficient is higher still, .,r,,= +.53. Hence, the more closely 
the women are specified, the time since the last pregnancy in- 
creases the more closely with age. ‘The magnitude of the co- 
efficient shows that age is quite an important factor in the spacing 
of pregnancies, or, more accurately, the spacing of an abortion. 

The probable errors have been calculated in the usual way and 
given as is customary. But it is not justifiable, for the distributions 
are discontinuous and by no means Gaussian, especially of the 
children (2) and abortions (3). This lessens the absurdity of using 
the correlation coefficient between children and abortions for 
women who had been pregnant before, namely r.;= + .023 + .042 
for a subsequent calculation. Here the probable error is double 
the index and if it was to be taken at its face value would even 
cast doubt on the sign of the coefficient. This correlation ought 
certainly to be positive, however, although of very small magni- 
tude. In fact, the partial correlation coefficient between children 
(2) and abortions (3) for women of the same age (1) and the same 
time since last pregnant (4) actually is negative ,,r,,='-.29, a 
change of sign consonant with common sense and supported by 
Statistical. computation, 

Some of the regression equations that arise have been calcula- 
ted. They are rectilinear or planar and do not fit the extremities 
of the tables but seem reasonable where the greater numbers are 
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congregated. For instance, the increase of children with age as 
shown in the tables is small at the lower ages, reaches a maximum, 
and then at the higher ages becomes smaller again. The regres- 
sion curve should be a rise from one level to another while the 
regression equation gives a uniform slope. Probably a curve 
without bends would more accurately represent an actual woman's 
experience (although a sinuous regression line would fit a popula- 
tion better), since the correlation between age and time since last 
pregnant r,,= +.24 is definitely positive, showing that the older, on 
the average, a number of women is the longer is the time elapsed 
since the last pregnancy. Such speculations could only be verified 
by finding curved regression lines for a larger number of cases. 

Equation IV, for estimating age, contains some internal 
corroborative evidence. An increase of one year in the time since 
last pregnant (X,) gives an increase of 0.95 years in the age (X,). 
This is an error of -5 in 100 which might easily be made when a 
woman of say 40 estimates her age as 38. 

By using equations deduced from the figures for women who 
were parous and applying them to the 297 aborting women, it is 
possible to estimate for those women the numbers of children and 
abortions which, on the average, they should have in the next 
years, if the past history of the parous women is a good measure of 
the future experience of the whole group of 297 patients. 

Hence, it is possible to forecast the movement of the children 
to abortion ratio of this group of women. Obviously, the older 
patients are going to drop out, and for the sake of calculation it 
was assumed that on reaching the age of 49—the maximum age 
that occurs in the tables—the woman does not become pregnant 
again. There are fewer women at the greater ages, so that the 
unsuitability of the regression line at the upper limit does not 
make the calculation so unreliable. The ratio, children to abor- 
tions, in their past was 5.36:1 (much the same as the ratio 
accepted for the general body of women). On discharge from 
hospital it was 1.82 to 1. On the above assumptions, in five 
years’ time it will have risen to 2.40: 1 and in ten years a further 
rise to 2.85: 1, when the youngest in the group of 297 women will 
be aged 27 and still be in a position to influence the children to 
abortion ratio in the direction of normality, which is said to be in 
the neighbourhood of five to one. The calculation and argument 
tend to show that this group of women have not had an ex- 
perience different from the general body of women. Their ratio 
of children to abortions will recover from the ‘accident’ 
regress towards normality. 


Regression equations V and VI for estimating children (X,) 


and 
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and abortions (X;) respectively are probably quite accurate for 
women at ages near the mean age, say from 25 to 35 years old. 
From equation V in this group of parous women an increase of 

one year in age means an increase of 0.31 children, or an increase 

of 3.19 years means an increase of one child, on the average. 

Similarly, from equation VI an increase of 10.17 years in age 

means an increase of one abortion, on the average. Hence, from 

the point of view of time in estimating the frequency of children 

to abortions, we have the ratio of 10.17: 3.19 Or 3.19: I, a pro- 

portion that well agrees with Krobinsky’s statement given above 
that 25 per cent of pregnancies end in abortion. 

Regression equation V for estimating number of children 
shows that an increase of one abortion means, on the average, a 
decrease in the number of children of 0.48 and not, as might be 
expected, a decrease of one child. This suggests that an abortion 
merely wastes the woman’s time as far as child-bearing is con- 
cerned and not her fertility. If the regression coefficient had been 
more than one (more strictly less than -1) then there would be 
strong evidence that abortion has a deleterious effect on child- 
bearing. Perhaps this contrasts to some extent with the view of 
Serdukoff,’ who says that in Russia, where induction of abortion 
has been practised since 1920, sterility has often followed, even 
when the abortion has been unaccompanied by inflammation. 
The contrast here is not, of course, good, because the proportion 
of induced abortions is not known among these women and these 
women were also, as a matter of fact, pregnant and aborting at 
the time their history was taken, It is from their past histories that 
the regressions are calculated. The proper proportion of women 
who had not aborted before must be included to allow of a base 
from which the regression plane may start. Any question of 
fertility and abortion obviously depends on the order in which the 
full-time births and the miscarriages happen. These equations 
do not depend on this sequence but rather assume nothing about 
the order of pregnancies. For instance, a woman who has had 
one abortion and then five children has the same effect on the 
regressions as one who has had five children and then one abor- 
tion. The disturbing effects of differing sequences are assumed 
to cancel one another. However, it is a very real objection 
that from the nature of the collection of the figures the sterile 
woman who has had abortions in the past cannot appear. In- 
spection of the table in which is plotted the number of abortions 
against age (Table 3) answers this partly, and also the considera- 
tion that, at any rate, the past experience of these aborting women 
is much the same as that of women in general. By the accident 
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of the method of collection of these figures the sterile woman has 
been ruled out. It has not happened that the patients had a 
much larger number of children for one abortion than the general 
body of women who, presumably, might include a group of 
women whose child-bearing was stopped by reason of an abortion 
producing sterility. Women sterilized or rendered infertile by 
abortion would heavily tilt the children to abortion ratio in the 
direction of few children, for abortion is a very common accident, 
so frequent that it borders on the physiological. 

‘Whether the multiplication of children is desirable is very 
much a matter of opinion and point of view. Although these 
tables do not disclose much connexion between infertility and 
abortion in the past experience of these women, this does not 
mean that, an abortion is a trivial occurrence, for it is quite a 
serious waste of time. Regression equation IV shows that whereas 
an increase of one child corresponds to an age increase of 1.7 
years, an increase of one abortion corresponds to an age increase 
of 1.4 years. The difference between these figures for estimating 
age is not great and suggests that an abortion practically means 
as much time in a woman’s life, as far as child-bearing goes, as a 
full-time birth. 

From a mathematical standpoint it is easy to see why the 
partial correlations involving ‘time since last pregnant’ (4) are 
increased over the first order correlation coefficients, but from a 
biological point of view, it is very confusing. The regression 
coefficients seem very difficult to interpret. Some caution ought 
to be used, for in finding r,,, the correlation between age (1) and 
time since last pregnant (4), a part is being correlated with the 
whole. A woman of 42 can very well have been last pregnant 
g.5 years ago and another woman of 42 may have been pregnant 
1.5 years ago, as, in fact, happened; but such a range is obviously 
absurd when applied to a woman of 20. From the bare mathe- 
matical stratum some positive correlaticn is bound to appear quite 
apart from any biological necessity. 

Equation VII for ‘time since last pregnant’ (X,) gives some 
numerical measure of the well-known habit of fertility. In parous 
women of the same age in passing from one group to another 
group of that age but who have had one child more, the time 
since last pregnant is decreased by 0.62 years—a time less than, 
but perhaps sensibly different from the period of gestation. If it 
were not for a habit of fertility this figure would be expected to 
be considerably more. For an abortion the figure is a decrease 
of 0.85 years, which implies that abortion actually has some 
different effect from a full-time birth. The common term of 
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abortion is 0.25 years, whereas a normal gestation lasts 0.75 years. 

The distribution of ‘years since last pregnant’ is, however, 
interesting apart from any question of correlation, The figures 
at the extremes of the distribution seem bizarre—for instance, one 
patient was last pregnant between 16 and 17 years ago. The 
smoothness of the distribution suggests that they are not unlikely 
—a statement without statistical warrant, however, and possibly 
wrong. Mere inspection of the table of age plotted against ‘time 
since last pregnant’ does not disclose any special group of aborting 
women in respect of age or ‘years since last pregnant.’ Some of 
of these extreme figures might be accounted for by second 
marriages, but among this group of women, although some re- 
marriages occur, they do not upset the table severely. This is 
rather fortunate, for in such a distribution it would be impossible 
to include such cases. 

It is, of course, inevitable that any observer of abortions should 
think that attempts at contraception are rather hopeless. Women 
seldom volunteer information, and it was only asked for in cases 
in which there was a long lapse of years since the last pregnancy. 
The only method at all popular is that so disastrously used by . 
Onan.* Information on this point when volunteered is generally in 
quite a different connexion. There seems to be a popular belief 
that coitus during pregnancy produces abortion while coitus inter- 
ruptus does not make any difference. This is often the key to 
obscure phrases the patients use. They will tell one, obviously 
puzzled to account for the abortiori and to show their innocence, 
that when they ‘miss a monthly’ the husband is always ‘very 
careful,’ the latter word having acquired almost a_ technical 
meaning. 

This distribution (4) has a bearing on any tests which might 
be applied to methods of contraception. The mean time since 
last pregnant is 3.45+0.14 years, but the frequency distribution 
is skew, and a more interesting figure from the individual point of 
view is the time since last pregnant at which the greatest number 
of women aborted. Therefore, the mode was roughly estimated 
by finding the maximum point of a cubic parabola going through 
the points 26, 42, 46, 22, allowing for the first figure 26 being 
at 8.5 months instead of six months. This works out at 2.19 years 
and may be taken as the most likely period at which a woman will 
abort following a previous termination of pregnancy. From the 
statistical point of view 50 per cent of women aborted within 2.11 
years of the termination of pregnancy, and the period for 75 per 
cent is 4.97 years. Schemes for testing methods of contraception 
should, therefore, last five years. Regarded solely as a test, the 
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time could be shortened for young women and should be length- 
ened for older women. 


It is not easy to grasp the tenor of a correlation table, because 
the mind becomes rather confused by the occurrence of outlying 
cases and correlation coefficients for most readers are difficult to 
understand and have very little bearing. ‘Table 8 summarizes some 
of the correlation tables considered from the standpoint of age 
grouped in five-year intervals, so that the effect of the exceptional 
case is minimized. The outstanding group of women is in the semi- 
decade 45-50 years. Too much emphasis must not be laid on its 
figures, for it is only a small group of seven; but the mean number 
of children, mean number of abortions, and mean time since the last 
pregnancy obviously do not pass through the curves that would 
appear to fit the means of the other five-year intervals. Before 
using any of the figures in Table 8 a reference should be made to the 
correlation table from which they are taken, for by such means only 
can a fallacious argument be avoided. Taking the most obvious 
instance, it might appear that abortion was commoner between the 
ages of 15 and 20 years than between 20 and 25, but it is quite falla- 
cious to compare one group of women, five in number (1.7 per 
cent), with a group numbering 44 (14.8 per cent), especially when 
the group of five contains one exceptional case. Reference to the 
basal tables is a great safeguard. The meaning of the figures in 
Table 8, however, is more generally obvious. It is interesting to 
see that they confirm the general opinion that women between the 
ages of 4o and 45, if they are still fertile, will have had, on the 
average, about one abortion between them. 


Among the 44 patients between the ages of 20 and 25, 20 
women had not been pregnant before and they constitute about 
50 per cent of the nulliparous women at all ages, while the re- 
maining 24, who were previously pregnant, account for about 
15 per cent only of the whole group at all ages. 


Table 8 well illustrates the increase of the spacing of pregnan- 
cies with increase of age. The figure for women between the ages 
of 20 and 25 is about two years, while between 35 and 4o it is 
about five years. The spacings for the fifth decade of life 
apparently again decrease. Women of average fecundity do not 
continue fertile so long, while the women of great fecundity remain 
fertile and still appear in the table after the 45th year and influence 
it with their low figures for the spacing of pregnancies. The 
effect of these fertile women is also seen at the ages 4o to 45, for 
the mean there is 4.15 years since the last pregnancy. Evidently 
the less fertile woman has begun to be relatively sterile at about the 
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age of 40, while the very few fertile women continue to bear child- 
ren rapidly (besides having had fewer abortions), for the numbe: 
‘of children for the group 40 to 45 years and 45 to 50 years of 
age is ludicrously different—about five children. Five years 
further on in the table the figure suddenly jumps to a mean num- 
ber of children of about 10. It is quite plain that the individual 
women of the 40 to 45 years group could not again appear in five 
years if a similar table could be made for them then. It is safe 
to prophesy that only the more fertiie women will continue having 
more children and fewer abortions. If tables similar to these 
could be made for a large number of women it would be possible 
to dissect out a group of women of fecund-diathesis in addition to 
groups of other types of fertility. 

A more elaborate analysis of a larger number of cases would 
yield more interesting and certain conclusions. It would be 
especially valuable to collect figures year by year and find out the 
trend of events. It would be futile to do that for the figures of 
any one hospital. 


CONCLUSIONS. 


1. Abortion is increasing while the birth-rate decreases. 

2. In these 300 cases the fate of previous pregnancies as 
regards abortion was the same as that in the general body of 
women. 

3. The children to abortion ratio in these aborting women will, 
with the lapse of years, approach the normal ratio. 

4. The tables when smoothed into regression planes suggest 
that about 25 per cent of known pregnancies end in abortion. 

5. The average size of a family is of the same order as the 
average number of children to one abortion, 

A fraction of an abortion has no meaning except in a statistical 
sense. Children being more numerous than abortions, fractions 
of children, if ignored when statistical results are applied to indi- 
viduals, do not make so much difference to the numerical sense. 

Hence, many women escape an abortion because their child- 
bearing period has been too short. 

6. One abortion does not mean the loss of one child. That is 
women make up time after an abortion. 

7. The birth of a child is obviously equivalent to more than 
nine months in a woman’s life. An increase of one child corres- 
ponds to an increase of 1.7 years in age and of one abortion to an 
increase of 1.4 years. 
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The two above statements seem irreconcilable, but :—- 


8. There is a habit of fertility. In women of the same age 
previous abortion is associated with a greater decrease of the time 
since last pregnant than is full-time pregnancy. Hence, it would’ 
be better to say that there is a habit of conception. 


9. There is not much connexion between infertility and 
abortion. 


10. The birth-rate depends on the age of marriage, for two 
reasons 


(a) The younger the woman, the longer time she has to 
bear children; 


(b) The younger the woman, the more closely will the preg- 
nancies be spaced. 


11. A purely statistical test of a method of contraception should 
last five years. And, asa corollary, a test of the deleterious effects 
of a contraceptive method on subsequent child-bearing should 
last another five years. The younger the women the shorter are 
the necessary periods for convincing tests, 


THE A2TIOLOGY OF ABORTION. 


THE etiology and causation of abortion ought to be a very wide 
subject. Certainly it is very confused. It depends on the attitude 
of the observer and his special interests and, like all questions of 
causation, is surrounded by all sorts of logical difficulties. The 
gynecologist must obviously have most weight attached to his 
views, but the student of social conditions can claim a category 
of causes which may very well be of increasing importance. 


For the sake of simplicity the views of the patients themselves 
were recorded, and when they have any theory as to the cause of 
the abortion it best fits in with the category of ‘efficient’ cause 
(Table 12). The women differ tremendously in their candour, but 
often a veiled cross-examination in a sympathetic manner, with as 
much privacy as possible, is very effective, care being taken to 
use the colloquial or vulgar expressions. Out of 138 patients, 36 
were unaware of any cause and denied any interference. Some 
trivial causes have been ignored; hence, in the 14 patients who 
ascribed their trouble to falling down, the patients’ deduction is 
believed to be sound. The same observation applies to the three 
cases in which hard work is given as the cause. One woman said 
she had had enemata, and her case well illustrates the fallacies 
which so easily arise, She had had abdominal pain and, when 
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she visited a welfare centre with a child, she mentioned these 
pains, saying she did not know whether she was pregnant or not. 
She was examined and told, in her own words, that she was ‘all 
right,’ the phrase meaning, of course, that she was not pregnant. 
The pains were thought to be due to constipation, and it was 
arranged that a district nurse should visit her and give her enemata 
on three successive days. The constipation was cured, but bleeding 
commenced after the second enema and, when the patient was ad- 
mitted to hospital the abortion was inevitable. In the treatment of 
threatened abortion, enemata are used in preference to purgatives. 
Abortion with no known cause is a common accident. Hence, it 
is probable that the trouble was abortion from the start. A similar 
line of argument may apply to many of the patients’ statements. 

In the same way that many children are taught from their 
youth that they need a strong purgative once a week, mothers 
teach their daughters that a pill will bring on menstruation if it 
seems to be a day late. When women feel a little of the pre- 
menstrual malaise and therefore deduce the period is late and ‘is 
going round them,’ they clear it out with a strong purgative. It 
is not a bit surprising that faith in emmenagogues is so wide- 
spread. Women, in all innocence, apply the same test if they think 
they may be pregnant. Quite often, when describing the symp- 
toms of the abortion, they add that three months ago, when a 
menstrual time should have arrived, they took a pill with no 
efiect and hence knew they were pregnant. Then they go on to 
deny, apparently truthfully, that anything in the way of inter- 
ference has since been attempted. 

The favourite abortifacients are strong purgatives, especially 
a world-famous proprietary pill. The large doses that are often 
unsuccessful seem to show that abortion induced by medical 
measures is a very uncertain method. Generally, if pills fail, 
vaginal douching is tried. 

Only two women said that they had injected the os uteri ex- 
ternum. One also spoke of the ‘little hole at the top’ and then 
said too much, for she showed her deformed right elbow as proof 
that she could not efficiently interfere with herself. Knowledge 
of anatomy is very deficient. One woman intent on aborting had 
the misfortune to squirt lysol into her bladder, producing an in- 
tractable hzmorrhagic cystitis. She was admitted with that 
diagnosis but eventually aborted completely about four weeks 
after the accident, making it rather difficult to assess the efficiency 
of such administration of lysol as an abortifacient. The caprice 
of the aborting uterus is amazing. An unmarried girl was 
admitted with suppurative appendicitis. When her drained 
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wound had healed she was allowed to sit out, and the same night 
she aborted completely. There had been no suspicion of threatened 
abortion. The sitting out seemed to have precipitated the empty- 
ing of the uterus. The opposite extreme is illustrated by the . 
case of a married woman, about five months pregnant, who had 
bled per vaginam for two days but had had no pains. After 
admission the bleeding continued and seemed to verge on the 
serious, but examination made it no easier to decide whether the 
abortion was inevitable or not. The vagina was packed without 
anesthesia, and } c.c. of pituitrin was injected intramuscularly. 
Twelve hours later, after very little further bleeding, the packing 
was removed. There was no subsequent bleeding, and eleven days 
later she decided to go home, still pregnant. 

In Camberwell, lead seems to have lost its reputation, or else 
it cannot be procured easily. One patient had used mercury 
and was successfully treated for mercurial stomatitis without 
aborting. However, she came back in six weeks with an incom- 
plete abortion but denied any further interference. Perhaps the 
abortion may be assumed to have been mercurial in origin. 

Induced abortion is certainly much less frequent than these 
figures at their face value would suggest. Idiopathic abortion is 
so common and the human characteristic of rationalization so 
strong that any estimation of the proportion of criminal abortion 
is well-nigh impossible. Many of the noxious things were taken 
or done in innocence, sometimes the woman not knowing she was 
pregnant. Probably there is, therefore, a small proportion of 
abortions, especially early ones, which, although self-induced, is 
not criminal according to law. This group of cases would be 
eliminated by the spread of knowledge of the physiology of 
menstruation and gestation. 

When skill in sympathetic cross-examination has become 
sufficient, the patients will often make illuminating remarks which, 
in the case of induced abortion, are the ‘final’ causes (Table 13). 
It is surprising that 15 only out of 300 women should have been 
unmarried, This proportion of 5 per cent has decreased very 
markedly since the war. Abortion in the unmarried is not always 
artificially induced.” In one patient the excitement of arranging 
her wedding caused the abortion, the marriage already having 
been postponed once because of an attack of influenza. Only 25 
per cent of 84 patients definitely said they wanted a child. 
Generally, in this class, there is more mental suff ring than in 
patients who desire an abortion. The list of ‘final’ causes dis- 
closes a tremendous amount of misery. Its implications are 
obvious and comment is unnecessary. 
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In abortion, the most talked-of ctiological factor, after 
accidental injuries and criminal procuration, is syphilis. Un- 
fortunately for the whole series the proportion of syphilitic 
women has not been found. Reliable information as to the pro- 
portion of children to abortions in women with a positive Wasser- 
mann reaction would have been valuable. The results, as far as 
they go, seem rather surprising. When this was first suspected 
an attempt was made at a more systematic investigation. 

The serum was tested in 78 cases of abortion in 77 patients: 
about 60 cases were consecutive (Table 14). It is only safe to 
compare the syphilitic cases against the whole group. The smali 
number of patients with positive Wassermann reactions makes 
any analysis as to age, etc., rather futile. The figures suggest, 
however, that in these 14 syphilitic cases there was no significant 
difference between the histories of, at least, some of the syphilitics 
and those of the whole group. The figures for the women with a 
negative Wassermann reaction merely illustrate the dangers of 
using a non-consecutive series. There is an overwhelming temp- 
tation to ascertain the Wassermann reaction of a woman who has 
had a sequence of abortions. Such reactions almost always prove 
negative. If any further work on the connexion between abortion 
and syphilis were attempted, it would be necessary to make a 
distinction between syphilitic abortion and abortion in the syphi- 
litic; this might be done by histological examination of the 
products of conception. In only one case was it possible to make 
a definite diagnosis of syphilis because the woman had well- 
marked congenital signs. Usually, a positive reaction came as a 
complete surprise, and consideration of the sequence of births and 
abortions seems only misleading. It is sometimes possible, how- 
ever, to make a tentative diagnosis of syphilis. Syphilitic women 
seem to become more anzmic during an abortion than the amount 
of bleeding would warrant. After this observation was first made, 
the next unaccountable anemia prompted the remark that the 
abortion was probably due to syphilis. In a few days the Was- 
sermann reaction was found to be positive. Subsequently, the 
woman informed the sister privately that her abortion was due to 
pills and not to a blood disorder. Hence, though the diagnosis 
of syphilis was correct, the implied causation of the abortion was 
apparently wrong. 

That deficiency of some element or substance in the human 
diet can lead to abortion is very probable, judging by analogy 
with other mammals, Such deficiencies might easily be found in 
a London Borough. In fact, during the time that these cases 
were observed a pregnant woman, nearing her full time, was 
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admitted. Some teeth had just been extracted. Her bleeding, 
spongy gums, vague rheumatism, and rough skin yielded 
quickly to plenty of fresh food.*:'° She undoubtedly suffered from 
mild scurvy. Her labour followed soon and was uneventful. Her 
food had been mainly carbohydrate. She had fried fish twice a 
a week and bacon at the week-ends. Her tea was made with 
tinned milk. More than one variety of abortion in experimental 
animals is due to deficiencies or excesses of some substances in 
their food. The dietary details of the above patient show that 
such errors may occur in human adults under present conditions. 

The physiology of the onset of labour which, superficially at 
least, seems such a cataclysmic affair is sufficiently obscure. It 
is known that the uterine muscle is played upon by hormones and 
various ions.'')'*'* Presumably, the same factors play on the 
aborting uterus and some lack of harmony allows the abortion to 
commence. Probably, abortion is more complicated than full- 
time labour, for the nervous system directly, or via the endocrines, 
seems to play a bigger part. 

‘Abortion is not only a human problem. Domestic animals 
have a pre-natal death-rate of the same order as women but 
generally a little greater, Domestic animals can be investigated 
more closely and are of more direct economic interest. In particular, 
the fact and date of conception may be known. And not only in 
mammals is this the case. A kind of abortion—or at any rate 
pre-natal death—occurs in marsupials. Paul Kammerer™ described 
‘induction of abortion’ in salamanders by artificially changing 
their environment. The Alpine salamander produces two young, 
one from each oviduct ; while the spotted salamander of the plains 
produces many. If the environment is reversed, then the Alpine 
salamander produces many young because many of the fertilized 
eggs do not die. On the other hand, the majority of the fertilized 
ova die if the spotted salamander from the plains is put in an 
environment like that of the Alpine salamander. 

The maternal side may, of course, be only half the problem. 
Galen’ blamed the foetus. Arthur Robinson’® goes further back 
and says that gametes from certain individuals cannot unite, while 
other gametes can:only unite to form an abnormal zygote which 
will die and be absorbed or else aborted. Abnormalities of the 
human foetus leading to abortion are not commonly recognized 
(except the hydatidiform mole), though sometimes when, from its 
size, a complete sac is expected to contain an easily recognizable 
foetus, careful search with the naked eye fails to find any trace of 
it. However, suspicion of the degeneration of the human foetus 
cannot become a fact unless a prolonged microscopic examination 
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was made for its remnants. There is a late form of abortion 
about the fifth month, in which the liquor amnii becomes brown, 
although the membranes are intact. Two cases only were 
observed ; one of these was a twin pregnancy. The second ovum 
in a separate sac had clear fluid and was still alive when delivered. 
Unfortunately, no immediate examination was made of the first 
foetus with the brown liquor, but it appeared to be exactly like tts 
twin. It could not have been dead very long. 

No micro organism seems yet to have developed the habit of 
causing a specific abortion in the human being. Epidemic abortion 
comparable to the B. abortivo-equinus infection of mares and the 
B. abortus infection of cattle is not known, although both 
organisms belong to groups pathogenic to man. An epidemic of 
abortion would be very difficult to recognize because of the great 
mobility and varied food supply of the human being. Also, in 
civilized man there is no sexual season, and hence at any one 
time, and in any one district, there must be few women at the 
optimum time for abortion to take place. 

In aborting women it is reported that complement fixation 
with B. abortus antigen is commoner than complement fixation 
with Wassermann substance. All speculation in that direction 
is idle, for abortion in Malta fever is no more common than in 
other fevers. Among serums examined at random many (12 
per cent) have been found to give a positive reaction to B. abortus 
antigen,” 


THE TREATMENT OF ABORTION. 


The amazingly varied amount of morbidity caused by abortion, 
which can be the most trivial illness or one involving life, is 
disconcerting. It was hoped that by statistical analysis the figures 
of morbidity might be made to show some underlying uniformity. 
The correlations between the time of gestation,’® number of days of 
symptoms, and number of days in hospital necessary for recovery 
are insignificant and ‘‘all seems unlinked contingency and chance.”’ 
Morbidity evidently depends mainly on some factors other than 
duration of symptoms and time. Even these figures are not always 
determinate and hence are impossible of statistical treatment. 
Many cases have to be dropped out of the correlation tables because 
the number of days of treatment is the only certain figure known 
for the case. Infection with organisms is obviously an important 
factor. Unfortunately, infection is by no means synonymous with 
fever. Inevitably, if the infected cases were to be chosen, the 
length of time taken in recovery would be the most important 
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criterion of infection. Bacteriological tests of infection are hope- 
less, for the bacteriology of the vagina and of puerperal states is 
notoriously in an unsatisfactory condition. It has been found that 
the question, ‘‘Is this organism virulent ?’’ has to be refined to, 
“Is this organism virulent to this patient in the clinical state in 
which she is to-day ?’’?° 

. Fever, however, remains the best objective test of infection 
and division into the two cases of febrile and non-febrile has the 
advantage of custom. All cases with temperatures above 100.4” 
were classed as febrile ; cases with temperatures of 99.4° or above on 
three successive days were also classed as febrile. If fever is taken 
as a guide to the extent of the infection, the classification errs in 
both directions. A patient who says she has shivered and has a 
temperature considerably above 100.4° on admission, may, and 
frequently does, even before her uterus is completely empty, regain 
her normal temperature and her illness apparently runs an 
aseptic course. Her influence is to lower the average time of stay 
in hospital for the febrile patients. In the other direction is the 
case of the woman who has an enlarged, flabby uterus which dis- 
charges foul, purulent lochia and who suffers from hypogastric 
pain and tenderness. She is undoubtedly infected. She may give 
no history of having felt feverish. She may not have any rise of 
temperature, or only irregular spikes below 100.4° on widely 
separated occasions. This type of case increases the mean number 
of days of stay for non-febrile patients. If she recovers quickly, 
the diagnosis is sapremia; if slowly, the diagnosis is metritis. 
The same sort of fallacy enters into the well-known classification 
of complicated and uncomplicated abortion. Who can say where 
metritis ends and parametritis begins? However clear this may 
be anatomically, it is impossible clinically. The diagnosis depends 
on other than anatomical grounds, chiefly on the length of the 
illness and the degree of fever, and hence the whole question is 
begged. Not all complicated cases are even feverish. In two 
cases of apparent salpingitis there was no fever, as defined above. 
These infected, complicated cases were kept in the hospital 26 days 
and 17 days before they were judged to be fit for discharge. This 
length of stay was much above the average for the non-febrile class 
in which they are included for statistical purposes. The mean 
length of stay in the non-febrile class is influenced rather heavily 
and misleadingly by the inclusion of such cases. 

There is another difficulty which ought to be surmounted if 
the figures are to be dealt with logically. Some women are 
admitted for abortion and it is judged that the abortion is not 
inevitable. Such a hopeful diagnosis is usually wrong or else the 
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orthodox treatment is inefficacious. Pregnancy continued in 
15 cases only during the same time that 300 cases of completed 
abortion were treated. The 15 patients who were discharged still 
pregnant do not, of course, come into the numerical discussion at 
all. The cases of threatened abortion after a few days usually 
become cases of inevitable abortion. They belong to the non- 
febrile class, and when the abortion is completed, spontaneously 
or artificially, their stay in hospital has been lengthened by the 
number of days during which the diagnosis became established. 
Hence, the mean number of days in hospital for non-febrile 
abortion is raised. 

The advocated treatment of abortion,”’ and especially of post- 
abortum sepsis, seems to be very varied and is urged with a fervour 
and dogmatism almost theological. Some advise the sole use of 
serums and vaccines without any local treatment in febrile cases. 
Others go to the other extreme and advise the use of the sharp 
curette in all cases, because it presses less on the uterus and, hence, 
they say, causes less damage and lymphatic absorption. Some 
use quinine, ergot, or pituitrin, with or without packing the vagina, 
combined sometimes with partial packing of the uterus. Different 
disinfectants again are variously rated and applied in all sorts 
of ways. The explanation, of course, is that abortion presents 
all sorts of pathological conditions. The various treatments reflect 
the varied states of the uterus. 

The natural course of post-abortum sepsis is not known. 
Certainly in some cases of febrile abortion there occurs a crisis 
comparable with that of erysipelas, but this crisis, to the writer’s 
mind at least, does not seem to depend on any recognizable stage 
in the disease nor on any specific treatment. However, it occurs 
not necessarily, though sometimes, when the uterus is completely 
emptied spontaneously or artificially. The fever and crisis of 
erysipelas show the sammie waywardness, Often with changes in the 
fever there is no very obvious concomitant change in the rash of 
erysipelas, which is yet the diagnostic and main manifestation of 
the disease. The variability of post-abortum fever and the fairly 
common occurrence of a crisis make the valuation of various forms 
of treatment a statistical problem. The parallel between erysipelas 
and post-abortum sepsis may very well be apt in a fundamental 
sense, for puerperal sepsis, scarlet fever, and erysipelas follow the 
same waves of mortality year by year and post-abortum fever 
doubtless has the same epidemiology. 

The examination and diagnosis of women suffering from 
abortion was treated, as much as seemed expedient, as a routine. 
A rule, as long as it is designed to be elastic, is very valuable, 
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Abortion may be a dramatic illness, and, by the use of a routine, 
both the medical and, that which is just as important, the nursing 
staff recognize at the first opportunity when something unusual 
has happened. Immediately on admission the history of the illness 
was written out and the patients were generally examined, but no 
pelvic examination was made. They were put to bed in Fowler’s 
position if there was any fever or suggestion of sepsis. In the 
evening they were given an enema which sometimes causes 
an abortion. The majority benefit from a dose of chloral during 
the night. In the morning the vulva was clipped free of hair 
and the catheter urine examined. In privacy the history was 
verified and made clearer, if possible. After a peaceful and com- 
fortable night, the woman feels she is in a friendly atmosphere and 
is inclined to more confidence. A certain interval of a few hours 
is very valuable for observation of the pulse-rate and the degree of 
fever, if any. It is well to approach the aborting uterus fearing 
that the patient is shivering on the brink of a ‘streptococcal flood.’ 
Any pelvic examination ought, therefore, to be carried out with the 
utmost gentleness. A small dose of morphine was often injected. 
With aseptic precautions the vagina was douched copiously with 
eusol and a digital examination and an examination with the 
speculum made. By this time the need for general anzsthesia 
in any further procedure could be assessed. With these pre- 
cautions there is little chance of making a bad diagnosis and, in 
particular, of mistaking ectopic pregnancy for abortion. In fact, 
the reverse seemed to be the more usual mistake, judging from the 
presumed maladies with which these patients were admitted. Care- 
ful watch was kept for any sign of trauma to the vagina or cervix. 
In these 300 patients no injuries were seen except in one case in 
which there was a lysol burn of the vagina. By a careful and 
routine examination it was possible to get a very good idea of, 
first, the stage of the abortion and, second, the amount of sepsis 
and its anatomical spread. 

The aborting uterus is a thoroughly unreliable organ. It will 
neither retain the foetus nor expel it completely ; hence, the weeks 
or months of bleeding and eventual sepsis to which it condemns 
its owner. 

Treatment is governed by the fear of sepsis and by the fear of 
hemorrhage. The latter is of very little moment once the patient 
is warded. Hzmorrhage and sepsis are both cardinal indications 
for the emptying of the uterus. In the presence of either it is almost 
certain that the uterus is not empty. In the case of sepsis, however, 
the problem is not easy. The dead foetus and, in practice, much 
more the dead placenta, forms a rich nidus for the growth of all 
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kinds of organisms. The defence against them may only too 
easily be broken down. Every manipulation of a potentially 
infected uterus ought to be regarded as a vaccination with living 
organisms. And the dose of organisms depends on the roughness 
with which the uterus is treated. This is obviously a somewhat 
exaggerated statement, but a useful attitude of mind. By using 
this conception it is possible to feel the way just as one judges 
the dose of vaccine by the reaction produced. In_ practice 
it can be taken as axiomatic that, in cases of abortion or post- 
abortum sepsis, the uterus is not empty. Fortunately, septic 
uteri do not bleed severely, so that there is no need to indulge in 
such heroic measures as packing or squeezing an infected uterus. 

In the most anxious case of all, with high fever and rigors, the 
simplest initial manceuvre is an intrauterine douche with a uterine 
catheter passed very gently through the softened cervix. It is 
highly improbable that the cervix in such a case would need any 
stretching. Eusol is acidic and strong eusol is hypertonic. It 
has the advantage that, when diluted in the cavity of the uterus, 
as all hypertonic or hygroscopic substances must be very soon, 
it will not form an enriched medium to increase the head of cocci 
tending to infect the body. Patents do not find intrauterine 
douches exhausting even if a large volume, such as three pints of 
eusol, is injected. Generally there is an immediate subjective 
improvement which is partly accounted for by the lessening of 
the foetor and partly by the soothing properties of the warmth. 
During the next twenty-four hours the pulse and temperature are™ 
watched and give an indication of how drastic any further manoeuvre 
should be. If, however, there is no objective improvement, the 
next day another hot, copious, strong eusol intrauterine douche 
should be given. 

When emptying a uterus, the hands ought to be used as much 
as possible and the instruments as little as possible. Frequently 
the fingers can be used as dilators and are much more sensitive 
than the dilator held in the fingers or hand. A cervix or internal 
os uteri split by dilators may give quite troublesome bleeding. 
If the split is carried too far there is a risk of an abscess forming 
in the broad ligament, as happened, indeed, in one case. However, 
in that case the fingers would not have been nearly strong enough 
to have at all stretched the cervix. Volsella cannot be dispensed 
with very often. They do comparatively little damage unless they 
take an inefficient bite of the cervix and are pulled out during the 
stretching of the cervix with metal dilators. Mere dilatation of 
the cervix will confer some benefit. Quite a stream of purulent 
lochia may escape from a septic uterus with a soft cervix, if the 
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index finger is passed in. The aborting uterus which is septic is 
never a potential space; it always contains a considerable amount 
of fluid besides, and perhaps foetal remnants. Digital examination 
of the uterine cavity, the size of which can be judged by the amount 
of movement allowed at the knuckle, gives definite information 
as to the whereabouts of the foetal remains. A complete, rather 


, early and collapsed sac can be removed entire with the finger. 


However, it is better not to attempt tearing off a sessile mass of 
placenta with the finger. Less damage is done to the uterine wall 
if the situation of the remains is noted and they are removed with 
ovum forceps passed into the ascertained site. If necessary, one 
finger can be used as a guide to the forceps, which finger must be 
introduced last, for the forceps cannot generally be introduced 
past a finger. It is quite exceptional not to be able to empty 
the septic uterus in this way. Any loose detritus left behind can 
then be washed out with another douche. Whether a general 
anesthetic is necessary depends as much on the patient’s mentality 
as on the softness of the cervix. Often a small injection of mor- 
phine is all that is needed. If there is any anxiety about the 
patient’s resistance to infection, the steps are spaced out at daily, 
or longer, intervals according to the amount of reaction. The 
less infection or reaction, if any, that there seems to be, the more 
may be done at one sitting and the sooner will the patient recover. 

A non-infected uterus can be emptied at once, and offers no 
problems. If the abortion is late and will resemble a miniature 
labour it is wise to use bougies and packing to allow of gradual 
dilatation of the cervix. 

It is very difficult to estimate the adjuvant value of drugs in 
combating post-abortum sepsis. This infection is like erysipelas 
in that it runs an ill-defined course and sometimes ends with a 
crisis. With any serious infection, which has no clear therapeutic 
indications, it is well-nigh impossible not to indulge in fashions 
or even to rush from one drug to another. Euflavine intravenously, 
antistreptococcal serum (puerperal), and antistreptococcal globulin 
(scarlet fever) have been used, and in each case dramatic results 
could be shown, but of-what real value it is impossible to guess. 

- Concentrated antiscarlatina globulin seems to produce more 
consistently favourable results, but certainly not consistently 
dramatic. However, it was the last drug to be tried. The well- 
known efficiency of new drugs is difficult to explain, and unfortu- 
nately tends to diminish, , 

Echolics, such as ergot, quinine, and pituitrin were only used 
on special occasions. They seemed to be very uncertain in action. 
It is difficult to persevere in the use of a drug that fails to act 
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consistently. Quinine, on the aborting uterus, has nothing 
like the effect that its reputation for inducing full-time labour has 
imputed to it. Also, the partly hypertrophied uterine muscle 
appears to be much less sensitive to pituitrin. The effect of the 
pituitrin may be antagonized by other circulating hormones. 

Hemorrhage during the various phases of abortion may be \— 
persistent or severe. A woman who has bled persistently before 
the abortion became inevitable, frequently will have severe post- 
abortum hemorrhage. The indication for emptying the uterus 
is more urgent in hemorrhage than in sepsis. The uterus will 
contract much more efficiently once it is completely emptied. 
Unfortunately, not all haemorrhage is controllable in this simple 
way. A uterus that has been threatening to abort for a month 
or more seems exhausted and remains flaccid in spite of being 
efficiently compressed bi-manually. Even if a mild contraction can 
be induced it fades away and the flaccidity and hemorrhage 
continue. The uterus before full time does not respond very 
well to the intra-muscular injection of pituitrin even if large 
doses of pituitrin are injected. The smaller post-abortum 
uterus requires more stimulant than the larger post-partum 
uterus. If the pituitrin is injected directly into the flaccid uterine 
muscle the uterus contracts vigorously. The uterine muscle itself 
is not exhausted. In the physiological train leading to contraction 
the exhaustion lies further back than the motor tissues themselves. 
If a finger is in the uterus when the injection is made into the 
uterine muscle the contraction can be felt to spread through the 
uterine wall, first as a hard disc about the site of the needle, and 
then involving the whole uterus. A spontaneous contraction of 
the uterus is quite different. The uterus seems to harden as a 
whole and no point of origin of the wave of contraction can be 
recognized. This suggests that the nervous ganglia take some 
part in producing contraction. Perhaps uterine flaccidity is not 
the exhaustion of the uterine muscle but the fatigue of the uterine 
nervous mechanism, Such a view assumes that when much 
diluted injected pituitrin arrives by the uterine arteries the uterine 
contraction is somehow spoilt by the non-participation of the 
exhausted nerves or, perhaps, by some abnormal state of the 
vascular endothelium. 

Intra-fundal injection of pituitrin was practised many times 
with uniform success and great relief of mind to those in charge 
of the patient. Great care was always taken. The uterus was 
always known to be empty, by digital exploration. The risk of 
rupturing an empty uterus by a pituitrin contraction is probably 
infinitesimal. Presumably the risk of rupture would mount tre- 
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mendously with the volume of contained material—a consideration 
following immediately from hydrostatic principles. 

Intra-fundal injection is easily carried out. In practice, with 
the patient in the lithotomy position, part of one hand in the vagina 
presents the fundus of the uterus above the pubes against the 
abdominal wall. The uterus is pressed with the other hand against 
the symphysis so that the fundus of the uterus stands out as a 
small rounded prominence or at least is palpable as such. There 
can be hardly any risk of omentum or small gut intervening 
between the uterus and anterior abdominal wall. It is reassuring 
to make a milking action with the external hand to insure the 
absence of gut. The hypogastric skin is disinfected and the needle 
is thrust into the uterine fundus. The skin and the anterior sheath 
of the rectus form the only obstructions. The uterine muscle is 
entered with a peculiar grating sensation which is also transmitted 
to the hand pushing up the uterus from the vagina. Within ten 
seconds, the uterus, however flaccid, contracts and the bleeding 
stops. The manceuvre involves some compression but not nearly 
enough to stop bleeding. Confessedly, control injections of saline 
have not been tried and, in fact, would have been unjustifiable. 

The injection can be given to unanesthetized patients, 
and is no more painful than any other subcutaneous injection. 
An intra-fundal injection induces no painful uterine contraction. 
But injection of pituitrin into the cervix per vaginam produces a 
painful contraction which is said to be like a miniature labour pain. 
The fundal injection produces a sustained contraction and bleed- 
ing does not recur. Involution seems to proceed normally with 
a natural discharge of lochia. This method of giving pituitrin 
has obviated the need for packing the vagina or uterus for 
hemorrhage, a procedure that seems so very undesirable and 
apparently does not become necessary if intra-fundal pituitrin is 
used. 

In gynecology this method of administering pituitrin has a 
use in the treatment of sub-involution of the uterus. After dilata- 
tion and curettage the cavity of a sub-involuted uterus is often 
found to be a space larger than a hen’s egg. Intra-fundal pituitrin 
will cause the uterus to contract and stop the bleeding. The uterine 
muscle is shocked into reacquiring its habit of rhythmic con- 
traction. There must, of course, be some time limit to this 
reaction of the sub-involuted uterus to intra-fundal pituitrin. The 
contraction will depend on the amount of elastic tissue that has 
replaced uterine muscle. 

Table 15 is a statistical statement of the number of days 
of symptoms, the term of gestation, and the length of time in 
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hospital. The cases have been divided into three categories and 
then separated into febrile and non-febrile cases. There is no un- 
necessary complication, and many misapprehensions of the figures 
would take place if the cases were grouped with any less precision. 
Below the mean figures is another set of figures in italics showing 
the root mean square deviation of the observations from their 
average value. An idea of variability of the cases can be obtained 
from these figures. It would be dangerous to argue from any of 
the means, which show a large root mean square deviation, as to 
the value of treatment, especially if the mean is based on a small 
number of observations. In the writer’s view, the best method of 
treatment is early and gentle evacuation of the uterus, if possible 
without an anesthetic. The figures do not consistently support 
this opinion. That was the method chosen for the more serious 
cases. 


I have to thank -Mr. E. W. G. Masterman, F.R.C.S., the 
Medical Superintendent of St. Giles’s Hospital, for permission 
to use this material. It is with great pleasure 1 acknowledge his 
encouragement and help and also that of my former colleagues, 
especially Miss E. J. Legerton Smith, M.B., and Miss M. A. 
Baker, M.B., who took down so many of the records. 


APPENDIX. 


A. 


52824 and 52103: 

1. A married woman of 29 who had had five children and two 
previous abortions. Her last menstrual period was 75 days before 
admission. Thirteen, nine, and six days before admission she 
bled per vaginam. Seven days after admission she decided to go 
home; bleeding had stopped. Thirty days after discharge and 
102 days from the last menstrual period she was readmitted, 
having passed a foetus at home that day. The next day an adherent 
placenta was removed under general anzesthesia. Her second 
period of admission lasted seven days and was non-febrile. 


FIVE PATIENTS ADMITTED TWICE FOR THE SAME ABORTION. 


54143 and 54709 : 

2. A married woman of 28 who had had five children and not any 
previous abortions. Her last menstrual period was three months 
before admission; she had had pain and a brownish discharge 
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for two days. On the day after admission she passed a placenta 


without help other than that of an enema. She was discharged 12 
days later, apparently cured, after a non-febrile course. ‘Twenty-two 
days after discharge she returned for bleeding per vaginam. The 
next day she was curetted under general anzsthesia and small 
placental remains were found, She was discharged cured in 11 
days after a non-febrile course. 


56282 and 56951 : 


3- A single woman of 35 who had had six children and not any 
previous abortions. Her last menstrual period was 22 weeks before 
admission. Eight weeks before admission she had been admitted 
for treatment for gonorrhoea. Her Wassermann reaction was found 
to be positive. Two days after admission she aborted completely 
and was judged to be cured 12 days later, when she was dis- 
charged. Sixteen days later she returned, saying she had been 
bleeding for 13 days. She did not receive any local treatment for 
her uterus. She was discharged, 15 days after her admission, 
after having been treated for anzemia and syphilis. 


61043 and 61712: 


4. A married woman of 26 who had had one child. For five 
days she had had a yellow discharge and pain. On admission 
she passed a sac the size of about’a six weeks’ gestation. Six days 
after admission she still had a brown discharge but she insisted 
on going home. — She returned with bleeding 24 days later and 
was curetted the next day. Nine days after the second admission 
she left hospital. Her illness was non-febrile throughout. 


63466 and 64622: 


5. A married woman of 40 with four children and six previous 
abortions. Two days before admission bleeding commenced, 13 
weeks after the last menstrual period. The next day the placenta 
was removed with ovum forceps under general anzesthesia. On the 
eleventh day she was discharged, apparently cured, after a non- 
febrile course. Twelye days after discharge she returned with 
rigors and an apparent violent septicemia. The Wassermann re- 
action was negative and her blood was sterile. Her uterus was 
bulky and very soft. It was douched on the second day of 
readmission and 40 c.c. of 0.5 per cent euflavine were injected 
intravenously. On the fourth day her temperature was below 
100.4 for the first time and was normal after the sixth day. Asa 


precautionary measure she was not discharged until 36 days after 
readmission. 
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B. Two PATIENTS DIED. 
58895 and 58979 : 

A married woman of 40 who had had eight children and not any 
previous abortions. She was 21 weeks pregnant, and three months 
before admission she had lost a little blood. On the day of admis- 
sion she had lost a teacupful of blood before admission. Examina- 
tion disclosed no sign of placenta praevia, though, of course, that 
was the most probable diagnosis. The bleeding rapidly ceased, but 
on the tenth day recurred, and stopped at once. On three separate 
days before sitting out on the thirty-first day she bled a very little. 
On the thirty-second day she got up, and her exercise was gradually 
increased until the thirty-ninth day, when she was discharged. She 
was given a card and a telephone number so that she could return 
by ambulance without any formalities. Four days after discharge 
her husband returned at noon to find her bed soaked in blood. 
She died at 5 p.m., one hour after admission, during which time 
the foetus was passed. The placenta was removed manually from 
a site about midway up the anterior wall of the uterus. There was 
a black clot adherent to part of it. 

No use had been made of the special facilities for “aid 
readmission. 


57677 : 

A married woman of 27 who had had four children and not ary 
previous abortions. For four days before admission she bled and 
had rigors. Immediately on admission, before reaching the ward, 
she aborted. On the third day after admission she was curetted 
and died three days later. 
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Three Hundred Cases of Abortion 


TABLE 1.—Number of Cases of Abortion admitted to 
St. Giles’s Hospital. 


Births 
(Borough of 
Camberwell) 


Abortions 
(St. Giles’s 
Hospital) 


Proportion 
Births to 
Abortions 


Ectopic Pregnancy 
(St. Giles’s 
Hospital) 


47.9 :1 
39.6 : 1 
42.0 :1 
SUZ 3 
29,4 : 1 
23.4: 1 
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TABLE 7.—Showing number of abortions (3) and years since last pregnant (4) 
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TABLE 9. 


Correlations for 300 cases admitted :— 


M, =31.47 +0.26 g, =6.65 +0.18 
M,= 2.79+0.10 = 2.67 +0.073 
M,= 0.584.051 =1-30+0.036 


+0.666 +0.022 
+0.187 +0.038 
= +0.085 +0.039 


X,=26.5+1.6X, +0.67X, 
—§.66-+0.27X, —0.083X, 
=-I. 28 +.0.046X , —0.034X, 


Correlations for 297 women admitted :— 


M, =31.48 ¢, =6.68 + 0.18 
M,= 2.79+0.11 
M,= 0.52+0.044 


= 2.68 +.0.074 
G, =1-13 40.031 
+0.667 +0.022 
= +0.231+0.037 
I,,°= +0.097 + 9.039 
X,=26.4+1.6X,+1.0X, 


TABLE 10, 


Correlations for women who had been pregnant before :— 


M , =32.03 4.0.26 


6, =6.32+0.19 
3-2340.11 = 2-61 +0.077 
M,= 0.61+0.50 G3 = 1-19 +0.036 
M,= 3-45+0.14 = 2.83 +0.097 


¥,,= +0.621 40.026 
+0.183 +0.041 
= +0.236+0.046 


sal = +0.722 
13 = +9-377 
14 = +9-529 


r,, = +0.023 +°0.042 14% og = — 0-286 

—0.174 40.047 = — 0-484 

—0.251 +0.046 12% 34= — 9-397 

X, =22.5+1.7X, + 1.4X, +0.95X, 

X, = —5.21+0. 31X, —0. 48X, —0. 38X, 

X, = —1.35+0.10X, —0.17X, —0. 19X, 


Three Hundred Cases of Abortion 


TABLE 11.—Showing the observed frequency distribution of abortions 
contrasted with the expected calculated 
from Poisson’s series. 


Frequency 


Number of Patients Number of Cases 


Expected Expected 
Poisson Observed Poisson 
Series Series 


Number of previous 
Abortions 


176.26 167.97 


91.96 97.42 
24.00 28.25 


4.17 5.46 
0.54 0.79 


5 and over j 5 and over 


0 
1 
2 
3 
4 
5 
6 
7 
8 
9 


Totals 


803 
03 
| 
Observed 
207 
57 
8 
0 
0 
0.11 
1 2 
‘ 
7 297 297.00 300 300.00 ee 


TABLE 12. 


Causes to which patients attributed their abortions: generally the 
“‘efficient”’ cause of the abortion. 


A. Unaware of any cause, and denied interference 
B. Shocks or non-local injury. 

Fell down 

Motor accident 

Works hard , 

Lifted heavy weight. 

Fit of temper i 
Made a serious mistake i in n employer’ s cheque 


C. Physical disabilities. 
Cough 
Cough and constipation 
Pneumonia 
Frolapse of uterus 

: Influenza and pessary 

Sea-sickness 


D. Local injuries. 
Vaginal douche 
Vaginal douche combined with saite, female pills and 
ergot 

Enemata 

Married six days abortion de 

Glycerine injection into cervical canal 

‘‘Instrumental.’’ Not confessed 
Wooden knitting needle ae 
Crotchet hook 
Slippery elm 


14 


28 


E. Poisons or other noxious things. 
World famous proprietary pill alone 


», and salts 
” ” ” ” and douches e 
», and enemata 


», and a fall 
Mercury blue pills : 
Quinine and eau de Cologne 
Salts 

Salts and senna 

Castor oil pills 

Castor oil 

Female pills 

Liver pills 

*‘Acochia”’ pills and ‘salts 
Large white special pills 
Black pills called No. 17 
Occasional pills 
Aloes and myrrh pills ... 

Gin for stomach-ache 
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TaBLe 13. 
Remarks made by patients : sometimes the ‘‘final’’ cause of the abortion. 


Child not wanted i 
Indifferent to children 


Poverty. 
Husband out of work 
Cannot afford 
Only two rooms 
Only one room 
Marital troubles. 
Unmarried. (N.B.—out of 300 cases) . 
Separated 
Too many children ; “husband unkind .. 
Married after pregnancy began 
Obstetric fears. 
Continual vomiting 
Repeated instrumental deliveries 
Husband out of work; adherent placenta twice me 
Too frightened to syringe this time 
Youngest child is 14; afraid of ridicule 
Too busy nursing mother ae 
Child not wanted so soon after other child ‘ 
No more children wanted, but unaware of pregnancy .. 
Wanted a child 


12 
8 
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TABLE 14.—Showing number of children and abortions of some 
syphilitic patients. 


0 per per children to 
patients | children | patient | Abortions) patient | abortions. 


Whole group 297 


Wassermann 
positive 


Wassermann 
negative 


eee 15 
ose I 
eee 
84 
830 2.80 155 0.52 5.36 : 1 ne 
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TABLE 15.—Durations of symptoms and number of days in hospital. 


Treatment. 


Abortion | Afebrile 100 


of foetus 
before 
admission 


Febrile 


Anesthetic 
No anesthetic 
Expectant 

Anesthetic 


No anesthetic 


Expectant 
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The Treatment of Eclampsia by the Improved 
Prophylactic Method with Telephonic 
Consultations. 


By Professor SrROGANOFF, Leningrad. 


One hundred and seventy-six cases of eclampsia with the above- 
mentioned treatment were described by me in the Edinburgh Medical 
Journal (October, 1928). 1 report here about 172 additional cases 
of eclampsia, and in order to give a complete picture of the results 
I include also the 176 cases already described. 


It was decided in agreement with Professor Okintchiz, Director 
of the Lying-in Hospital of Prof. Sneguiereff, to apply the im- 
proved method to every case of eclampsia at this establishment. 

The cases of pre-eclamptic toxemia were treated without my 
participation. 

It was assumed that the physsicians of this establishment would 
be thoroughly acquainted with the method and would apply it 
immediately on the admission of the patient. 

The physician on duty, after an examination of the patient, had 
to inform me of the indications for treatment, if possible, immedi- 
ately after the first fit, excluding only the light cases of post-partum 
eclampsia during the night. The physician, however, seldom 
disturbed me at night even for more severe cases. 

The physicians were also to inform me about the chief data con- 
cerning the patient: age primigravida or multipara, general 
condition, temperature, ,pulse, breathing, whether the fit was ante-, 
intra-, or post-partum ; and, if during labour, the size of the child, 
and the probable course of the labour, the existence of complica- 
tions; also what treatment had been applied. 

Frequently, I quite agreed with the treatment applied and with 
its further course, but in more than half of the cases I was obliged 
to give new complementary instructions. In nearly all cases the 
physician on duty agreed with my advice. If not, he had to discuss 
my propositions with the consulting-physician of the lying-in 
hospital, and to apply the measures which were chosen by him, 
perhaps after further consultation with me by telephone. I had to 
be informed about every new fit, particularly in severe cases, but 

I am sorry to say that owing to the immense number of patients 
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(up to 60 deliveries and abortions during 24 hours, and about 17,000 
yearly) and the small number of physicians and midwives, this was 
done very imperfectly. Some severe cases I visited personally, 
at times to see the patient, but more often in order to control the 
treatment and nursing. 

It was supposed that I would deliver some lectures to the 
physicians, midwives and nurses in order to acquaint them with 
the technique of the method, but only one lecture for midwives 
took place, and as the midwives very often were changed, their 
knowledge of the nursing of this severe complication was very 
imperfect. 

There was also one more defect: some physicians tried to 
‘improve’ the method and applied other measures. This was 
specially noticed during my absence from Leningrad. Details of 
some fatal cases, the results of which probably depended on the 
violation of the method, will be given below. 


Occasionally there were the following deliberate violations of my 
method : 


1. Sources of reflex irritation were not sufficiently removed (loud 
speech, knocking, internal examination without sufficient indica- 
tions, putting the eclamptic patients beside the crying lying-in 
women, etc.). 

2. The prodromata of the fits were not sufficiently observed. 

3- Oxygen was not given after the fit. 

4. The doses of narcotics were too small, 

5. Introduction of milk and physiological salt solution was 
insufficient. 

6. Very severe cases were kept on the back instead of on the side. 

7. The patients were not kept sufficiently warm, and hot water 
bottles were not put to the feet nor to the region of the kidneys. 

8. Bleeding was done late. 

g. The air in the room was not sufficiently good. 


Notwithstanding the above-mentioned faults, the application of 
such treatment gave the following favourable results :— 

From March g, 1925 to May 3, 1930, 348 cases.of eclampsia were 
observed in this hospital ; out of these, 25 had a fatal issue (7.2 per 
cent). According to an article by Dr Goussakoff the previous 
mortality here had been 16.37 per cent. 

The detailed investigation of the fatal-cases makes our conclu- 
sion even more favourable. Thus, until May 18, 1927, the treatment 
was applied very imperfectly : the patient was not attended by a 
separate midwife and the consultations by telephone were also 
imperfect. Out of 114 patients in this period, 12 died (10.5 per cent). 
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From this date the eclamptic patients had, as a rule, a separate 
midwife during the first day, or even the first few days, and treat- 
ment was carried out more perfectly. Out of 237 patients in this 
period 13 died (5.56 per cent). 

It must be noted that the material of the lying-in hospital of 
Prof. Sneguiereff was the most serious, since the worst cases of 
eclampsia were sent there from many lying-in hospitals in 
Leningrad. 

Analysis of the fatal cases makes our conclusion about the 
method still more favourable, as many of these patients perished 
from various complications, or in consequence of their diminished 
resistance and their hopeless state at the time of admission to the 
hospital. 

Moreover, in many fatal cases the treatment was applied with 
important violations of the method. 


The following is a short report of the fatal cases : 


1. No. 1784, 28/11/1925. Died one hour and fifteen minutes 
after version and extraction (shoulder presentation) in connexion 
with uncontrollable haemorrhage. She had one fit only. 


2. No. 869, 25/10/1926. Perforation of the uterus due to 
manual separation and extraction of the placenta. Laparotomy, 
a short time after. Death. She had two fits only. 


- 3. No. 8988, 12/7/1926. Was admitted in a very serious con- 
dition, probably with cerebral haemorrhage. Much oedema of 
the lungs; three fits at home and one in the lying-in hospital. A 
living child was born seven hours after admission. Death 31 hours 
later. Section: a great haemorrhage in the corpus striatum of the 
brain. Aortic stenosis, five cm. (two inches) at the valve. A con- 
siderable quantity of serous liquid in the cavities of the body. 

These three cases were treated without my consultation. 


4. No. 2467, 8/12/1926. Had had two fits at home and eight 
in the lying-in hospital. Labour lasted for over 78 hours, and 
even with the head in the cavity of the pelvis and with the cervix 
completely dilated, delivery, contrary to my advice, was not 
accomplished. Forceps 17 hours later after a further fit. On the 
fifth day of puerperium the temperature rose and death occurred 
from septicemia a month later. 


5. No. 5749, 3/3/1920. Had had many fits within six hours 
at home, but her relations could not say how many. Deep coma. 
Four more fits in the lying-in hospital. The patient was so feeble 
that operative delivery, ex consilio, was recognized as_ being 
impossible. In spite of stoppage of the fits and a temporary 
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amelioration, death two days later. 
hopeless at the time of admission. 

6. No. g200, 28/10/1927. Was admitted in deep coma. 
According to information given by her relations, had had only 
two fits at home. Pulse rate 110, respiration 4o. No fit in 
hospital. Six hours and ten minutes after admission, suddenly 
developed cyanosis, respiration became laboured, the pulse dis- 
appeared. Death. Half an hour earlier her condition was the 
same as on admission. 

7. No. 3519, 10/4/1928. Was admitted with phenomena ot 
pre-eclamptic toxemia. During the first two days her condition 
improved, but then she had an attack of convulsions, which were 
witnessed only by the midwife; coma. Phenomena indicating a 
cerebral hemorrhage. Czesarean section in accordance with my 
advice. Death two days later. Post-mortem section: cerebral 
hemorrhage. Status thymico-lymphaticus. Eclampsia. 

8. No. 3567, 11/4/1928. Fifth pregnancy; age 32; condition 
satisfactory ; foetal heart-beat not definable. Four hours thirty 
minutes after admission, a severe eclamptic fit; death 10 minutes 
later. Post-mortem section : endocarditis. 

g. No. 4219, 4/5/1928. Had had only two fits in the lying-in 
hospital six hours and fifty minutes after the last fit, application of 
the forceps. Child in asphyxia, brought to life. The patient had 
already been conscious for five hours twenty-five minutes. Two 
hours after the birth of the child, hemorrhage, collapse. The 
placenta was separated by hand. Shock. Death in two hours 
ten minutes. Section: anaemia universalis. Status thymico- 
lymphaticus; hemorrhage and degeneratio parenchymatosa and 
adiposa hepatis; endocarditis fibrosa chronica; pleuritis adhzesiva 
dextra; hydropericardium, ascites. 

10. No. 3169, 28/12/1928. Fifth pregnancy ; third labour; six 
fits at home and two in hospital. Placenta previa marginalis. 
Foetus dead at the time of admission. Spontaneous delivery. On 
the fifth day of puerperium desired to leave the hospital ; got up and 
died soon after. Section: acute glomerulo-nephritis, multiple 
hemorrhages in the liver ;.oedema and anemia of the brain; slight 
softening of the corpus striatum of the right hemisphere. General 
anemia. 

11. No. 6526, 27/3/1929. Eighth pregnancy, age 25. She had 
had two fits at home and two in the lying-in hospital—the first, 15 
minutes after admission and the second (4th) five hours 30 minutes 
later. After the last fit (4th), weak pulse, breathing—32 with 
bubbling,—venesection—-seven ounces (200.0 grm.), progressively 
growing worse. In order to save the child—-Cesarean section on 


The case seemed to me to be 
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the expiring mother. In abdominal cavity—a large quantity of 
blood. Death at the end of operation. Foetus dead. 

12. No. 8281, 25/9/1927. Had had one fit at home and a 
second on admission ; eleven afterwards (two post-partum). Tem- 
perature during labour 101.6°F. (38.7°C.).. Death occurred on 
the fourth day after labour with the temperature 104°F. (40°C.). 
Section ; catarrhal inflammation of the lungs and acute right-sided 
pleuritis. 

13. No. 9454, 15/6/1929. This patient was 31 years old; tenth 
pregnancy, seventh delivery. She had two fits, post-partum, 
during 45 minutes. Half a grain (0.03 grm.) morphine and 64 gr. 
(4 grm.) chloral hydrate were introduced. The fits were stopped. 
From second day; meteorism and embarrassment of breathing. 
The highest temperature in puerperium was 100.2°F. (37.9°C.). 
On the sixth day of puerperium; attack of heart weakness with the 
embarrassment of breathing. Ten minutes later, another such 
attack, and death. Section: numerous hemorrhages in liver and 
kidneys; oedema and hyperemia of lungs, parenchymatosa and 
adiposa degeneratio myocardii hepatis and renum; oedema 
cerebri ; ascites hydropericardium. 

These 13 fatal cases depended chiefly on casual complications 
such as post-partum hemorrhages (2); in the brain (2); in the 
peritoneal cavity (1); perforation of uterus (1); sepsis (1); inflam- 
mation of the lungs (1); severe endocarditis (1); great debility of 
the patient at time of admittance (4). 

It is noteworthy that nine of these patients had a very small 
number of fits: three patients had one fit; four patients, two fits; 
two patients, four fits. One patient had thirteen fits. In this case 
it would, perhaps, have been possible to stop them by more energetic 
treatment and to have removed or mitigated the complicating 
disease. 

I do not think that-it would have been possible to have saved 
these patients by any other treatment. 

As can be seen from the following short description, all the other 
fatal cases were treated with great violation of the improved prophy- 
lactic method. 

14. No. 3868, 21/4/1927. Had had one fit at home and seven 
in lying-in hospital. Notwithstanding delivery the fits continued 
to occur. Unfortunately, venesection was applied only after the 
eighth fit instead of after the third. The fits then stopped, but weak- 
ness of the heart remained and the patient died two days later. I 

had not been consulted. 

15 No. 8439, 4/941925. I was consulted after the sixteenth fit 
only when the patient was dying. The first fit was in the third stage. 
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As she had had very severe post-partum hemorrhage, the physician 
on duty considered the blood-letting inadvisable, but as she had 
three very severe fits (17th, 18th and 19th) in our presence—the last 
with cessation of respiration—blood-letting was done (five ounces= 
150 grm.). The fits were controlled. After a temporary improve- 
ment the patient died 12 hours later. 


10. No. 1739, 26/11/1925. Was admitted after two fits at 
home. On admission she had a third fit and later had 12 more. 
In spite of the severity of the eclampsia the patient received small 
doses of morphine (0.01=} gr.) and chloral hydrate (24 gr.=1.5 
grm.). Blood-letting was done after the sixth fit. Consultation 
with me was insufficient. Section: hypertrophia and endocarditis 
fibrosa ventriculi sinistri cordis ; hyperzemia and oedema meningum, 
cerebri et pulmonum; degeneratio parenchymatosa and adiposa 
myocardii, hepatis et renum; hyperemia and hemorrhagia multi- 
plicata intestinorum. 

17. No. 11060, 10/9/1926. The treatment in this case was still 
more insufficient. The patient was admitted during the sixth fit. 
According to the method introduction of morphine (0.015-0.02= 
3-4 gr.) and blood-letting, under chloroform narcosis, must be done. 
Nevertheless the injection of } gr.=0.o1 morphine was given only 
20 minutes later, after the seventh fit. This dose is very small for 
such a severe case. Chloral hydrate (23 gr.=2.0 grm.) was not 
given until two hours 20 minutes after the eighth fit. The first 
consultation with me by telephone was after the tenth fit and only 
then was blood-letting done, and only 11.6 ounces (350.0 grm.) 
were withdrawn instead of 13.5 ounces (400.0 grm.) as I advised. 
After two fits more a vaginal examination was made. The head 
was in the outlet. A small fontanel leva-anterior. The patient 
should have been immediately delivered, but was not until one 
hour 20 minutes later. Ruptura perinei and lacerationes cervicis ; 
suture; pulse 140; eight hours later, pulse 102 of a good tension. 
After that, elevation of temperature until it reached 103.8°F. 
(39.9°C.) and death occurred on 11/9 at 11 p.m. There was no 
post-mortem. 


18. No. 5327, 7/6/f928. I-para, age 22, was admitted after 
many fits at home, the number of which the relations could not 
give. Exploration and venesection (5 ounces= 150.0 grm.) under 
chloroform narcosis (30.0 grm=1 ounce)—very little blood and very 
much chloroform, The fits had been controlled during 12 hours, 
but after that, during 45 minutes the patient had six fits, and 
without further blood-letting Czesarean section was performed under 
chloroform narcosis (if ounce=40.0 grm.), after which the pulse 
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could hardly be determined. After a small amelioration death in 
two days. No post-mortem examination. 

19. No. 6226, 3/7/1928. I-gravida, age 25, was admitted after 
two fits ante-partum. In lying-in hospital had two more fits a short 
time after. Further fits were controlled by narcctics (0.035 grm= 
7/12 gr. morphine, 32 gr. =2.0 grm. chloral hydrate and chloro- 
form) during six hours 20 minutes. The patient was then trans- 
ferred to another room, where six fits occurred during five hours. 
Neither administration of narcotics nor blood-letting are noted, but 
Czesarean section was done. Death five hours ten minutes later. 

These two cases occurred during my absence from Leningrad. 

Such application of Czesarean section I think is pernicious. I 
admit this operation only in very rare cases, in which the fits cannot 
be controlled in spite of the application of narcotics and blood- 
letting, and even in these cases I am not sure that it is useful. 

20. No. 12711, 18/9/1929. A good example of the insufficient 
application and violation of the method. The patient was admitted 
at 11.40 a.m. and in 20 minutes had the first fit. Age 30, fifth 
pregnancy, third delivery. Head presentation. The foetus is alive. 

12.0 a.m.—Injection 34 gr. (0.01) morphine. This dose is small 
for ante- and intra-partum eclampsia; it should be used only in 
light post-partum eclampsia. 1.0 p.m.—Second fit. 3.0. p.m.— 
Third fit (very severe) Only after third fit 24 gr. (1.5 grm.) 
of chloral hydrate were introduced per rectum, and four ounces 
of urine were let out by catheter, under chloroform. If, accord- 
ing to my method, the first injection of morphine had been 
} gr. (0.015 grm.) instead of 4 gr. (0.01 grm.) it is probable that the 
second fit would not have occurred at 12.0 a.m. when, according to 
my method, 32 gr. (2.0 grm.) of chloral hydrate must be introduced 
under chloroform, and at 3 p.m. a further injection of } gr. (0.015 
grm.) morphine under light chloroform anzsthesia would prevent 
the third fit. Further,-according to my method, the blood-letting 
must be done after the third fit, while in this case it was not done 
until after the seventh fit. 4.30 p.m.—Fourth fit (very severé and 
long. The beginning of labour pains. 5.30 p.m.—Fifth fit 
(severe) Injection of morphine (the dose is not recorded). 6.30 
p.m. Sixth fit. Coma. 8.30 p.m.—Seventh fit. Blood-letting, 
27 ounces (800.0 grm.) and examination; cervix becomes shorter, 
the finger passes through it. Rupture of membranes and escape 
of the liquor amnii. 

I think such a large single blood-letting is inadmissible; as a 
maximum I recommend 500.0 grm. (17 ounces). If the fits con- 
tinue it is better to bleed again, 7-10 ounces (200.0-300.0 grm.). 
10.30 p.m.—Injection of } gr. (0.01 grm.) morphine and enema 


S 
xf 
7 Ye 


814 Journal of Obstetrics and Gynecology 


with 24 gr. (1.5 grm.) chloral hydrate. 11.30 p.m.—-Pulse feeble ; 
breathing with snoring. Injection of camphor. 


September 19. 


3.30 a.m.—Dead child is born. The patient is pale; filiform 
pulse cannot be counted. (This is the result of bleeding.) 5.30 
a.m.—Expulsion of placenta. (It is better not to wait so long with 
the expulsion of placenta in such cases.) Pulse is better. Ergotin 
16 gr.; enema with 3} ounces (100.0 grm.) of physiological solution. 
A little later pulse cannot be counted. Breathing is better. (It is 
possible that some bleeding was not remarked.) 5.0 p.m.—-Injection 
of camphor. 5.15 p.m.—Fighth fit. 7.0 p.m.—Injection of cam- 
phor. 8.0 p.m.—Prodromata of fit; therefore enema with 16 gr. 


(1.0 grm.) of chloral hydrate under light chloroform narcosis, and 
catheterization. 


September 20.—-Temperature ror.1°F. (38.4°C.); pulse-rate 120- 
130, weak. The quantity of urine is small. Camphor every three 
hours. In the evening, temperature 101.8°F. (38.8°C.) ; cupping- 
glasses on the thorax. Digalen 5 gr. (0.3 grm.) twice. 


September 21.—Temperature 101.1°F. (38.4°C.); pulse 120, better. 
Breathing more regular, 22 per minute; urine, 50 ounces (1,500.0 
germ.) in a day. Enema of physiological salt solution and milk 


33 ounces (100.0 grm.) four times in 24 hours; camphor every three 
hours. 


September 22.—Temperature 102.2°F. (39.0°C.)-102.7°F. (39.3° 
C.); pulse weak ; urine, 28 ounces (850.0 grm.)._ Camphor, caffein. 
In the evening the state of the patient is more severe. 

September 23. 

2.30 a.m.—Death. 

The similar insufficiency of treatment is observed in cases 21, 
No. 8716, 4/7/1926 (in my absence from Leningrad) ; 22, No. 2913, 
22/12/1926; and 23, No. 378, 11/10/1926. 

The following case is worthy of our special attention because 


the improved prophylactic method seems to have proved insufficient 
in this instance. 


24. No. 8281, 25/9/1927. The patient, aged 27, entered 
Sneguireff’s lying-in hospital at 3.35 p.m. According to the infor- 
mation obtained from the accompanying attendant there had been 
only one fit observed at home. In ten minutes (at 3.45) a second 
fit while the patient was being admitted. Injection of § gr. (0.01 
gtm.) morphine muriate. Examination under chloroform anes- 
thesia : the cervix was not drawn up, os admitted the finger-tip, the 
membranes were intact, the foetal head was above the inlet of the 
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pelvis. Foetal heart-beat clearly heard on the right side. Blood- 
pressure 160-165. Ninth month of pregnancy. Pulse, respiration 
and temperature, normal. 4.15 p.m..—Enema with 32 gr. (2 grm.) 
chloral hydrate. 6.10 pm—Third fit. 6.15 p.m. } gr. (0.015 grm.) 
morphine subcutaneously. 7.0 p.m.—Fourth fit. 7.50 p.m.— 
Fifth fit. (severe). 9.0 p.m.—Venesection: 17 ounces ($ litre) of 
blood removed. 9.45—Sixth fit. Enema with 32 gr. (2 grm.) 
chloral hydrate. 10.30 p.m.—Seventh fit. Slow progress of 
labour. At 11.40 p.m. enema with 32 gr. chloral hydrate. 


September 26. 


Midnight.—Eighth fit. At 1.0 a.m. enema with 32 gr. (2 grm.) 
of chloral hydrate. Temperature 101. 5°F. (38.7°C.). The cervix 
is not drawn up; the internal os admits one finger; the membranes 
are intact; foetal head is in the upper portion of the pelvic cavity. 
2.0 a.m.—Ninth fit. 3.50 a.m.—Tenth fit. 4.10 a.m. ; waters broke. 
4.30 a.m.—Eleventh fit. 4.40 a.m.; 24 gr. (1.5 grm.) chloral 
hydrate with enema. 5.5. a.m.—delivery of dead child. 6.15 
a.m.—Twelfth fit. 6.35 a.m.—Thirteenth fit. 6.50 a.m. enema 
with 16 gr. chloral hydrate. 7.25 a.m.—Temperature 102.1°F. 
(39.1°C.); pulse-rate 140, of fair tension; the patient is very much 
excited. 11.20 a.m..—-The patient is delirious; pulse-rate 140; 
respiration frequent; blood pressure, 155-150. Received } gr. 
morphine, and an enema with 20 gr. (1.25 grm.) chloral hydrate, 
owing to her greatly excited condition. Infus,. digitalis gr. 10: 
7 0z. (.06:200.0 grm.) by two tablespoonfuls three times per day 
per rectum. Enemata of milk and saline solution 7 oz. four times 
a day. Evening temperature, 100°F. (37.8°C.). 


September 27. 


Morning temperature, 98.8° F. (37.1°C.); pulse-rate 118, of weak 
tension, with intermission. Further, the development of pneumonia 
and cedema of the lungs. 


September 28. 
Temperature, 103.6°F. (39.8°C.). 
September 29. 


Temperature 104°F. (40°C.). Death at 11.3 a.m. 

Post-mortem section. Hyperemia and oedema, meningum and 
cerebri; hamorrhagia multiplices hepatis and ventriculi; degene- 
ratio parenchymatosa and adiposa renum and pleuritis fibrinosa 
acuta dextra; icterus universalis. 

A case which, to a certain extent, destroys belief in the power 
of the prophylactic method. Unfortunately the telephone consulta- 
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tion in this instance was not complete and the treatment far from 
perfect. 

In this case the treatment should have been modified as 
follows : (1) The first injection of morphine, } gr. (0.01 grm.), was 
evidently insufficient ; (2) after the third fit, owing to their frequency 
one ought to have administered } gr. (0.02 grm.) morphine instead 
of } gr. (0.015 grm.) ; (3) venesection should have been applied after 
the fourth fit and then 24-32 gr. (1.5-2.0 grm.) of chloral hydrate 
immediately introduced, owing to the great frequency of fits; (4) 
owing to the treatment being unsuccessful, I should have given the 
patient chloroform anzsthesia for 15 to 20 minutes subsequent 
to the fifth or sixth fit; (5) I should have ruptured the membranes 
when examining the patient at 1 o’clock on September 26; (6) after 
the membranes spontaneously ruptured at 4.30 on September 26 I 
should have examined the patient to see, whether it was not possible 
to accomplish immediate delivery, possibly even by craniotomy on 
a dead child; (7) in such a case the introduction of luminal would 
have probably been particularly beneficial ; (8) the most important 
point is that in similar cases, when the quantities of narcotics are so 
excessively high—3 gr. (0.03 grm.) morphine and 160 gr. (10 grm.) 
chloral hydrate within 12 hours and venesection and an adminis- 
tration of chloroform anzsthesia—one should give particular atten- 
tion to ascertaining whether the patient does not expel the enemata, 
and verify the doses introduced, as rare cases of erroneous dosage 
do doubtless occur. 

However, this patient died of pneumonia and pleurisy. 

I am sure that many, if not all, the patients of the last group 
(14-24) would have been saved if my method had been applied 
perfectly. My conclusion, that all unneglected and non-infected 
eclampsias can be healed, still remains unshaken. 

It must be noted that from September 18, 1929 to May 29, 1930 
(eight months) out of 54 eclamptic patients not one died. Having 
looked through the reports of Drs. Goussakoff and Stolipinsky 
concerning this establishment for the period of twenty years, I 
found groups of 27-28 cases only without fatal issues. 

The following fact is also of interest. During thirty years of 
my holding the Chair of Obstetrics at the Institute of Obstetrics and , 
Gynecology it was noted that the death-rate from eclampsia was 
very small in comparison with other establishments in Leningrad. 
Many explained it by the fact that only light eclampsias were 
observed at this Institute ; but with my retirement (September, 1926) 
the death rate from this disease increased there very much (from four 
per cent to 12-15 per cent), and now some persons say that very 
severe cases are now observed there, 
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On the contrary, at the lying-in hospital of Prof. Sneguiereff 
in former times chiefly severe cases were seen, whereas now, with 
the more strict application of improved prophylactic method, light 
cases only are observed, while many establishments in Leningrad 
send there the most severe cases. 


I think that these facts speak for themselves. 


From other establishments I was consulted by telephone eight 
times only. All these patients recovered. 


The following table demonstrates very weil the diminution of 
the number of fits as well as the mortality from eclampsia in con- 
nexion with a more strict application of the method. The efficacy 
of the prophylactic method appears still more clearly if we compare 


THE NUMBER OF FITS WHICH THE PATIENTS HAD HAD 
AFTER THE BEGINNING OF TREATMENT. 


First group | Second group Institute of Obstetrics and 
Number of fits 114 patients | 234 patients. | Gyneecology, 200 patients. 
Number of patients. | Number of patients. | Number of patients. 
| | 
| 
| | 
° ° | ° 
) 21 = 19% | 85 = 36.8% | 75 = 38.3% 
| 3 7 fo) | 45 ° 
9 21) 
| 
4 | 10 
5 12 13 7 
6 2 5 3 
7 5 | 6 3 bs 
8 2 5 = 15.3% 
9 I 4 I 
° 
10 4 47 = 24.27% 2 
II T 2 
12 ° 4 1) 
= 447% 196 patients had 333 fits 
i.e. every patient had 1.7 
14 I 2 fits on an average. 
15 1 ° Mortality 4 per cent. 
2 
I 281 patients had 567 fits, 
i.e. every patient had 2.45 
I fits on an average. 
I Mortality 5.56 per cent. 
111 patients had 501 fits, Wee 
i.e. every patient had 4.53 
fits on an average. 
Mortality 10.5 per cent. 
Unknown 3 3 4 
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it with Dr. Goussakoff’s communication. I have counted the 
number of fits in the first 250 cases of eclampsia in his article. It 
appeared that they had had 1915 fits, an average of 7.66 for each 
patient, and the mortality had been 16.37 per cent. They had had 
approximately two more fits each than in our first series of 114 cases, 
in which the average was 5.7 fits, before and after treatment; and 
3-66 fits more than the 234 cases in our second group, in which the 
average number of fits was four. The mortality diminished corres- 
pondingly ; 16.37 per cent, 10.5 per cent and 5.56 per cent. 


It must be specially noted that a great number of patients 
ceased having fits after the beginning of treatment (19 per cent, 
35-8 per cent, 38.3 per cent), in addition to those who had only one 
to three fits (37 per cent, 39 per cent, 64.6 per cent), and that the 
percentage of patients having had a great number of fits was very 
small (44, 24.2, 15.3) as also was the number of fits (4-37, 4-16, 
4-12). 


I cite here shortly the following essential data concerning these 
eclampsias. 


A considerable number of intercurrent eclampsias must be noted 
—those which did not have fits during 12 hours or more before 
delivery of the child. There were 19.1 per cent of such cases among 
the ante- and intra-partum eclampsias (47 : 246). 


Psychic diseases and pneumonias were observed comparatively 
rarely in the first series, five, (1.4 per cent), and in the second series, 
four (1.1 per cent). 


The cases comprised 258 (76.8 per cent) primiparze, 78 (23.2 
per cent) multiparz, and 12 unknown. 


Venesection was performed 82 times (23.6 per cent) and in two 
patients only was it done twice. The quantity of blood which was 
let out reached 133-163 ounces (400.0-500.0 grm.), and even in 
very anemic patients, 63 ounces. In only one of the above cases 
did the amount reach 27 ounces (800.0 grm.), with fatal result. 
Unfortunately it is not noted in how many cases the fits ceased 
immediately after blood-letting. At any rate, it occurred in more 
than 50 per cent. of the cases: ante-partum eclampsias, 63 (18.2 per 
cent); intra-partum eclampsias, 183 (52.9 per cent); post-partum 
eclampsias 100 (28.9 per cent); unknown, two. ‘Twins, 21 (6 per 
cent. Czesarean section was performed 17 times, 
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Indications for Czesarean section : 


Eclampsia 8 2 fatal issues (25 per cent death rate). 
Pre-eclamptic toxzemia 1 eee .. (She had two fits after 
delivery). 


Narrow pelvis 5 
Placenta previa I 
I 
I 


Hemorrhage in brain 
For the sake of child 
on moribunda 


It must be noted that in eight cases of eclampsia and pre- 
eclamptic toxemia Cesarean section was performed without con- 
sulting me (two fatal issues). In one case only was it done with my 
advice. I emphasize here the very great mortality from Caesarean 
section performed for the sake of eclampsia. This corresponds 
fully with the conclusions of English committees. 

The number of operations has decreased to a great extent (from 
86.6 to 47.7 per cent). 

The following is a list of the operations which took place in this 
lying-in hospital earlier, according to Goussakoff, together with 
those included in this series. 


According to Goussakoff of this period 


454 patients 348 patients 

Czesarean sectionin mortua ... 3 ... O 

Perforation .. 31 6 
Extraction 2 18 
Manual dilatation of the cervix 2 ) 
Manual separation of placenta... 3 4 
Foot brought down +3 3 3 


Total 393 166 


(86.6 per cent) (47.7 per cent) 


The mortality of children is comparatively favourable. Out of 
369 (21 twins) the fate of three is unknown. Out of 366, 86 died 
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(23.5 per cent). Out of the latter 24 were dead on admission, 32 
died during labour, and 25 after labour. The time of death of five 
children is not recorded. Out of 86 dead children, 60 are accounted 
for as follows : 24 which were dead on admission ; 17 weighed 2,000.0 
grm. (43 lb.) or less; 14 which died from such operations as perfora- 
tion, version, extraction, forceps; three owing to placenta previa; 
one from deformity of the child and one from post-partum 
eclampsia. (Sic) Consequently the reduced mortality of the child- 
ren is 8.5 per cent. 

Goussakoff had the mortality of the children 31.8 per cent, and 
the reduced mortality of 21.8 per cent. 

The calculations show that in the former mortality 116 children 
would have died, i.e., 30 more than was recorded in our series, and 
as regards the mothers, 32 more would have died (57-25), conse- 
quently 62 human lives have been saved during five years in this 
establishment. 

The loss of many tens of thousands of human lives on account 
of eclampsia in cultured countries urgently requires the most quick 
discovery of the best treatment of this disease. 

The study of my improved prophylactic method as well as of its 
technique of application would undoubtedly lead to a reduction of 
mortality and would signify the victory of science over one of the 
chief scourges of mankind. 

I am happy to note here that the detailed description in English 
of this method has appeared in my recently edited book, ‘‘The 
Improved Prophylactic Method in the Treatment of Eclampsia.”’ 
(Published by E. & S. Livingstone, Edinburgh). 
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A Calcified Ovarian Tumour. 


By Maracaret SaLmonp, M.D., B.S. (Lond.). 


Senior Assistant, Obstetrical and Gynecological Unit, Royal 
Free Hospital. 


Tue following case is of interest as being comparatively rare : 

Mrs. S. L., aged 42, was admitted into the wards of the 
Gynecological Unit of the Royal Free Hospital in October 1929, 
complaining of aching pain in the region of the rectum. This had 
been present for about six months. The pain was sharp and 
stabbing in character occasionally after defecation. The bowels 
were constipated. She had slight backache. The menstrual 
history was as follows : Catamenia at 13 years; periodicity five days 
every four weeks. For the last six months, periodicity three days 
every four weeks. No pain, intermenstrual discharge nor hemor- 
rhage. There were not any other symptoms. The patient had had 
one child nine years previously, labour being complicated by manual 
removal of the placenta. She had not had any other illnesses. 

On Examination. 

The patient appeared to be healthy. The abdomen was normal. 
On vaginal examination, the introitus was lax, the cervix was 
slightly torn and pointed backwards, the uterus normal in size and 
position. In the right postero-lateral fornix was a stony, hard 
tender and moveable mass, slightly irregular in outline and about 
the size of a tangerine orange. On rectal examination the swelling 
could be palpated even more easily and it was decided that it was 
apart from the uterus and was an ovarian tumour. 

The X-ray report was: ‘A calcified pelvic tumour is present, 
this is probably a calcified fibroid. ? an ovarian tumour.”’ 

On opening the abdomen, a right sided, solid, pedunculated 
ovarian tumour was found and removed. The pelvic organs were 
otherwise normal. The patient’s recovery was complicated by a 
left basal pleurisy but this rapidily subsided and she was dis- 
charged well. She has since been seen again and remains in 
perfect health. 

On naked eye examination, the tumour was yellowish-white in 
colour and stony hard, except at the upper part where there 


appeared to be a small portion of ovarian tissue. It measured 2} 
inches by 2 inches. 
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The Pathological Report was as follows: ‘The ovary is com- 
pletely calcified except at one small area. Here thie ovarian tissue 
shows atrophic changes. Some scars of lutein bodies are present.’ 

Calcified tumours of the ovary are rare and the literature relating 
to them is not extensive. The best reviews on the subject are those 
of Eli Moschowitz and Whitridge Williams. Calcification may 
occur in a corpus luteum, a corpus albicans or a fibroma of the 
ovary. Deposits of lime occur in dead tissues and the stimulus 
which initiates this deposition is unknown.’ It is a conservative 
process and follows coagulation-necrosis of tissue to which a 
varying supply of blood and lymph is admitted. 

The ovary is subjected to a great extent to circulatory changes 
and is thus seen to be a favourable situation for the development 
of a calcified tumour. The function of the remaining part of the 
ovary is not interferred with, as is seen by the presence in this and in 
other reported cases of scars of lutein bodies.’ 

True ossification is extremely rare but when present develops 
as does physiological endochrondral ossification except that the 
matrix is not cartilage but hyaline connective tissue, infiltrated with 
lime. Ossification cannot occur without calcification, which only 
occurs in dead tissues.” 

The clinical history of calcified tumours usually represents one or 
more of the following symptoms :— 


1. Dysmenorrhea, thought by Williams to be due possibly to 
pressure on ovarian nerves. (1) Whitridge Williams’ case.” 
(2) McIlroy’s case.* 

2. Menorrhagia and sometimes intermenstrual bleeding. (1) 
Roberts’ case.” (2) Sims’ case.* (3)MclIlroy’s case.° (4) Leith 
Murray’s case.® 


3. Mechanical Symptoms due to pressure. (1) Prince’s case.° 
(2) Roberts’ case.’ 


The author’s case is interesting in that the patient had only 
one pressure symptom, pain on defaecation. 


I am indebted to the Director, Dame Louise McIlroy for per- 
mission to publish this case. 
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A Case of Atresia Vulve Superficialis. 


By Margaret SALMOND, M.D., B.S. (Lond.). 


Senior Assistant, Obstetrical and Gynecological Unit, Royal 
Free Hospital. 


ATRESIA vulve superficialis is a malformation of sufficient rarity 
to warrant a description of the following case which was admitted 
into the wards of the Gynecological Unit of the Royal Free 
Hospital. 


Miss O. C., aged 22, was admitted in January 1930. She had 
been well until May 1929, when she first noticed slight difficulty in 
micturition. This had gradually become worse, especially during 
her menstrual periods. During the last two or three menstrual 
periods, the patient had been obliged to stay away from work owing 
to the difficulty she experienced in passing urine. The act of 
micturition had to be assisted by pressure from the rectum and 
took about half an hour to complete. When in hospital before 
operation, the patient was unable to micturate in the recumbent 
position. 

The menstrual history was quite normal—catamenia beginning 
at 12 years, periodicity four days every four weeks, she had slight 
pain on first day of each period. When in hospital before operation, 
the patient had a menstrual period and said that the flow was 
decreased when in the recumbent position in bed. The patient was 
well in other respects and had never had any serious illnesses. 

On examination, the patient appeared to be healthy and well 
developed. The abdomen was normal, On inspection of the vulva, 
there was apparent absence of the vulval cleft. The clitoris 
appeared to be normal. At the root of this, the skin swept back- 
wards towards the rectum. The skin in the mid-line between the 
clitoris and the rectum appeared to be of a slightly paler colour than 
that laterally and there was a suspicion of a dimple anterior to the 
rectum in the normal position of the vaginal orifice. An opening 
was not visible. On rectal bimanual examination, the cervix and 
body of the uterus were palpable.. They appeared to be normal in 
size and position. 

Treatment. The patient was anesthetized and the common 
orifice sought for at the root of the clitoris. This was found and 
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admitted a very fine probe only, which passed downwards and 
backwards for about two inches, as far as the dimple which had 
been noticed anterior to the rectum. The skin was incised over 
the probe and a normal vaginal oritice was laid bare. The labia 
were reformed by fine catgut sutures. 

The patient’s progress after the operation was most satisfactory 
and she was discharged well and with no difficulty in the act of 
micturition. 


In Ballantyne’s article on Malformation of the Female Genera- 
tive Organs in the ‘‘New System of Gynecology,’’ Eden and 
Lockyer,’ is found the following account of the condition : 

***Atresia vulve superficialis’ presents to a cursory glance the 
same features as defectus vulva; but on closer examination it is 
found that the apparent absence of the vulvar cleft is due to 
adhesion of the labia (perhaps from ante-natal vulvitis) and that 
there is one spot at which the adhesion is incomplete, having an 
exit for the urine at first and for the menstrual blood at a later 
age. There may, however, be difficulty both with micturition and 
later with menstruation (cryptomenorrheoea) ; after marriage also, it 
may be necessary for the gynecologist to break down the adhesions 
before coitus can be practised, although, curiously enough, con- 
ception has been known to occur, the seminal fluid being able to 
make its way through the small aperture. A probe or director 
is passed in through the opening which is generally anterior (at the 
root of the clitoris) and then dissection down to it is carried out, 
laying bare the vaginal orifice.” 


The case of Miss O. C. agrees in every respect with the above 
description. 

Atresia vulvz has been described by many authors but unfor- 
tunaely, it has not been possible to obtain all the references given 
below in the bibliography. 

A number of cases is described by Adam’ among a native 
population of Dakar. The condition rarely caused symptoms and 
was easily cured, sometimes the passage of a sound being sufficient 
to separate the labia. It is possible that this condition may be 
more common among native tribes in which vulval operations are 
performed on young girls as a rite and without aseptic precautions. 

One case is recorded in which this condition gave rise to 
obstruction during labour and necessitated the performance of a 
Ceesarean section.’ It is extraordinary that the patient should have 
become pregnant in view of the small size of the common orifice. 
In all cases described, the orifice is in approximately the same 
position, i.e., just below the clitoris. 
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1. Eden and Lockyer. 


3. Rawson, W. F. 
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Ochsensius thinks that the malformation may be either con- 


genital or acquired, but it is rare as an occurrence following upon 
one of the acute exanthemata. 


produced as a result of vaginitis occurring in small children. 
all cases it is easily cured. 


He thinks that it is more frequently 
In 


I am indebted to the Director, Dame Louise McIlroy, for per- 


mission to publish this case. 


BIBLIOGRAPHY. 


New System of Gynzecology, 7, 273. 

Adam. Sur une formation genitale rencontrée en A.O.F. Bull. de la 
Soc. de Path. Exot., 1924, 17, 333. 

Malformation of vulva: stenosis vagina; Czesarean 

section. Brit. Med. Journ., 1924, i, S60. 

Ochsenius, K. Ueber Occlusio vulve interlabialis im Kindesalter und 
thre Behandlung. Deutsch. Med. Wochenschr., 1927, 53, i, 838. 

Hellier, J. B. A case of superficial atresia of the vulva in a patient 


aged twenty-two. Journ. Obstet. and Gynecol, Brit. Emp., 1914, 
26, 106-107. 


. Scontrino, A. Conglutinatio labiorum minorum congenita. Ibid. 
. Pistuddi, A. Su due casi di conglutinazione acquisita delle piccole 


labbra. Clin. Ostet., 1928, xxx, 897. 


. Formigini, B. La coalescenza del margini mediali delle piccole labbra 


nelle bambine. Gazz. Med. Lomb., 1929, I1xxxviii, 65. 


. Goigoux, A. Des adhérences vulvaires. Thése de Paris, 1900. 
. Logothetopulos, K. Zur Kenntnis der Atresia Vulvee. Inaug. Dissert. 


Miinchen, 1904. 


. Moreau, I. J. Des adhérences des petites lévres. Thése de Paris, 1895. 
. Cazal. G. Soudure des petites lévres entre elles. Arch. de Méd. d. enf., 


1901, iv, 99-101. 

Hamonic, P. Le rétention d’urine liée au vulvisme; résection bilaterale 
partielle du constrictueur de la vulve comme moyen de traitment. 
Rev. Clin. d’Androl et de Gynécol., 1914, Xx, 10-14. 

Jaeger, F. Ein Fall von narbiger Atresie der Vulva infolge Verbren- 
nung. Gyndkol., Rundschau., 1911, v, 11-13. 
Kelly, H. A. Cohesion of the labia in an infant. 

Troy, N.Y., 1910, Sect. i, 25, 3 stereos. 

Nubiola, P. Deformaciones vulvares congenitas y adquiridas; caso 
de oclusion vulvar. Med. de los Ninos, 1905, vi, 107-111. 

Ward, G.G. A case of congenital cohesion of the labia. Post-Graduate, 
1905, XX, 604, 1 pl. 

Zangemeister. Eine erworbeme Striktur der Vluva. Verhandl. d. 
Gesellsch. f. Geburtsh, (1901) 1902, 66. 


Inst. Stereo-Clinic, 


II 
: 12 


Notes on Five Cases of Rupture of the Uterus 
during Labour. 


T. M. Heaty, M.B., B.Ch. (N.U.I.), F.R.C.P.I. 
Master of the Coombe Hospital. 


During the year 1929, five cases of rupture of the uterus were 
treated in the Coombe Hospital. The main features are shown in 
the table. 


Results 


Weight of 


Name 
Treatment 


Gravida 


No. 


Child 


M. 


ALR. 
40 


Suture of Rent 


6 lbs 


9 lbs 


D. 


M.R. 


27 7 lbs A. 


4 Hysterectomy 


E.P. 


4 27 3 15 lbs A. D. 


Hysterectomy 


M.G. 6 


5 33 8 lbs A A 


Hysterectomy 


None of the patients had attended the Ante Natal Department, 
and in at least two instances the uterus had ruptured before the 
patients were admitted to hospital. 


CASE I. 

M. B., gravida 10, admitted in advanced labour. Abdomen 
pendulous, foetal head showing at vulva. Strong uterine con- 
tractions, general condition poor with pulse rate of 120 a minute. 
Within half an hour of admission, the pulse had increased in rate, 
her drawn, anxious appearance had become more marked, while 
the foetal head had made no advance. The forceps was then 
applied, and a living baby easily extracted. Urgent post-partum 
hemorrhage at once ensued. The placenta was expressed, and 
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the uterus explored without previous douching, as a rupture seemed 
probable. An incomplete tear was found in the right side of the 
cervix, extending to the upper limit of the lower uterine segment. 
The uterus and vagina were packed with gauze, and the usual 
restorative measures employed. The patient made an uninter- 
rupted recovery, and left the hospital in eleven days. No trace 
of the tear could then be discovered by bi-manual examination. 


Comment: This case was presumably an example of the 
extension of a previous cervical tear, and was the type of rupture 
especially suitable for treatment by plugging. 


CASE 2. 

A. R., aged 40, gravida 4. Admitted per ambulance from a 
country town. Foetal heart sounds could not be heard. The 
membranes had been ruptured for 48 hours, and an unsuccessful 
attempt at delivery with the forceps had been made 24 hours pre- 
viously. The patient was exhausted, her abdomen hard and 
tender. ‘Lhe foetal head was high, markedly overlapping the pelvic 
brim. In spite of the baby being dead, Cesarean section was 
considered safer than craniotomy, owing to the tenderness of the 
lower uterine segment and the excessive size of the foetal head. 
On the abdomen being opened about an ounce of blood 
was found in the peritoneal cavity. The uterus was examined 
for a rupture but none was found. Lower segment Cesar- 
ean section was then performed. At the end of the operation, 
which was accompanied by considerable bleeding from the 
angles of the uterine incision, a vertical rent, about an inch 
long, was found in the lower uterine segment below the pro- 
montory of the sacrum, just internal to the left utero-sacral ligament, 
As the condition of the patient at this time precluded hysterectomy, 
the tear was closed with continuous catgut sutures through the 
peritoneal coat of the uterus, drainage tubes were inserted, and 
the abdomen closed. Anti-streptococcal serum and _ anti-gas 
gangrene serum were injected. The patient developed general 
peritonitis, and died on the fifth day after operation. 

Comment: Details of the weights of the first three babies born 
to this patient were not available, but although the pelvic measure- 
ments were normal, complete disproportion existed owing to the 
baby weighing nine pounds. If the rupture had been found by 
a more careful search in the first instance, it is possible that 
hysterectomy might have saved the life of the patient; yet, in tears 
of this size, good results have been obtained by stitching the 
peritoneal edges of the rent. 
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CASE 3. 


M. R., age 27, gravida 4, admitted in the first stage of labour. 
Three children had been previously born alive at term. The 
condition of the patient was good, but the uterus was over- 
distended by hydramnios, and the outlines of the foetus could not 
be felt. The cervix admitted three fingers. The membranes were 
punctured, and an abdominal binder was applied. During the 
next three hours the uterus contracted weakly and the patient 
appeared comfortable. The pulse rate then began to increase, 
and the binder was removed. The abdomen presented the ‘‘cottage 
loaf’’ appearance, and a large foetal head was felt over-lapping the 
pelvic brim. On opening the abdomen a two inch tear was found 
at the level of the sacral promontory. The child was completely 
inside the uterus, and was removed through an incision in the 
anterior uterine wall, and the uterus amputated below the level 
of the tear. The cervical stump was left open and covered with 
an anterior flap of peritoneum. <A drainage tube was then 
inserted and the abdomen closed. The temperature in the puer- 
perium remained between 99°F. and 99.5°F. for over a fortnight, 
when it dropped to normal. She was discharged on the 24th day. 
The cervical stump was freely movable, and an exudate could not 
be felt. 


Comment: The disproportion should have been recognized 
when the liquor amnii drained away. The patient was in hoSpital 
at a particularly busy time, and, unfortunately, her abdomen was 
kept covered by a binder for several hours before the increase in 
the pulse rate suggested further investigation. 


CASE 4. 

E. P., age 27, gravida 3. Admitted per ambulance from the 
country in a weak condition. The uterus was obviously ruptured, 
and a hydrocephalic head could be felt through the abdominal 
wall. The history suggested that the uterus had given way about 
two hours previously. The abdomen was opened and a large hydro- 
cephalic head protruded through a rent in the lower uterine segment. 
The body of the uterus was severed from the cervix, except pos- 
teriorly between the utero-sacral ligaments. The broad ligaments 
were opened out, the peritoneum stripped off the floor of the pelvis, 
the ureters exposed, and the right uterine artery severed. There 
was but little bleeding, considering the extent of the damage. 
The child was removed, the uterine arteries tied at their origin, 
and the uterus amputated. A hzmatoma was evacuated from the 
right broad ligament, and several bleeding points secured. The 
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vagina was left open, the stump covered as well as possible with 
peritoneum and the abdomen was closed, drainage tubes being 
inserted. Anti-streptococcal serum and anti-gas-gangrene serum 
were injected. The puerperium was normal and the patient left the 


hospital in 21 days. An examination did not reveal any exudate 
in the pelvis. 


Comment: Nitrous-oxide-oxygen anzesthesia was employed at 
the operation, and undoubtedly contributed to the successful result. 
The non-febrile convalescence, despite the extensive trauma, was 
surprising. 


CASE 5. 


M. G., age 33, gravida 6, admitted in the first stage of labour, 
The pelvis was normal in size and the previous labours had been 
uneventful. A breech presentation was diagnosed per abdomen, 
and a vaginal examination was then made, disclosing a large bag 
of membranes in the vagina, wii.. the cervix almost fully dilated. 
The membranes were punctured and the breech, with extended legs, 
was found engaged in the pelvic brim. No further manipulations 
were made. The patient was in strong labour, and in less than 20 
minutes the breech could be seen at the vulva. A tumour resembling 
a full bladder now appeared quite suddenly above the symphysis. 
The foetal limbs could be felt directly under the abdominal wall, 
which was extremely thin, and the fingers could be hooked under 
the upper edge of the uterine tear. The patient did not show any 
signs of distress, and her pulse rate remained slow. While pre- 
parations were being made for laparotomy, the patient was 
anesthetized with chloroform, but the tumour increased in size and 
the child appeared to be climbing out of the uterus. On the 
abdomen being opened, a transverse tear was found at the junction 
of the upper and lower uterine segments, through which the right 
arm and shoulder of the child protruded. Very little blood had 
been lost. The placenta was in the fundus, and the child was alive. 
The uterus was amputated below the level of the tear, the cervix 
being left open but covered with peritoneum, and the abdomen 
closed, a drainage tube being inserted in the pouch of Douglas. 
The patient was able to nurse her baby and the puerperium was 
normal. She left hospital in 20 days. The cervical stump was 
movable but there was a slight exudate in the left side of the pelvis. 


Comment: This patient had had no gynecological operations, 
and her obstetrical history was good. The uterine rupture was 
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surprising in a labour of so short a duration and progressing 
favourably. 


Conclusions of any value cannot be reached from a study of 
so small a number of cases, but total hysterectomy would not appear 
to be necessary if provision is made for free drainage through 
the cervical canal and vagina, as well as through the abdominal 
wall. Incomplete ruptures, and complete ruptures discovered after 
delivery, can, in the majority of instances, be adequately treated 
through the vagina. On the other hand, when a diagnosis of 
complete rupture is made before delivery, I believe that the best 
results will be achieved by approaching the case in the first instance 
through the abdomen, without manipulation or investigation per 


vaginam, and without any regard to the extent to which the child 
has left the uterus. 


The breasts apparently function perfectly in the absence of 
the uterus and ovaries. Milk,was abundant in Case 5, and was 
secreted in the usual way in Cage 3. In Case 4 there was not any 
secretion, due probably to the weak condition of the patient. 
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Dystocia due to Idiopathic Dilatation of Foetal Urinary 
Tract. 


By KATHLEEN EpnGecomse, M.D., D.P.H. 


Assistant Medical Officer of Health, Borough of Ilford. 


THE following complication occurred in a patient, a primipara 
aged 36 years, in the Ilford Council Maternity Home. Pregnancy 
was uneventful and, at term, labour proceeded normally up to the 
end of the first stage, which lasted 34 hours. . The forceps was 
applied during the second stage and the head was delivered easily, 
but in spite of good uterine contractions the body of the child could 
not be delivered spontaneously or with the assistance of firm 
traction. Foetal ascites was diagnosed, and the child was extracted 
after perforation of the foetal abdomen through the thorax. 


The patient made an uninterrupted recovery. 


The photograph shows the condition of the child after delivery, 
it weighed 6} pounds and measured 19} inches in length. The 
measurement round the abdomen, at the level of the umbilicus 
was 18 inches. External examination showed double _talipes 
equino-varus and an imperforate anus. 

The abdomen was opened and some free fluid was found to 
be present. The liver, pancreas and spleen appeared normal, but 
the intestines were considerably dilated and there was a partial 
persistence of the primitive cloaca associated with the imperforate 
anus. 

The whole urinary system was dissected out and removed intact. 
The bladder was found to be enormously dilated and the walls 
considerably thickened. It formed a tumour measuring 6} inches 
from side to side, 4 inches from above downwards, and 2} inches 
from before backwards. The bladder was divided roughly into 
three main parallel cavities and one accessory cavity. The central 
cavity represented the original organ while the two lateral sac- 
culations carried the orifices of the ureters. The accessory cavity 
was situated under the main mass and opened from it by a very 
narrow passage just behind the opening of the urethra. The 
bladder had been perforated during the extraction of the foetus 
and this may have accounted for the free fluid in the abdominal 
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Foetus showing distended abdomen due to dilatation of 
the urinary tract. 
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cavity. Both ureters were considerably dilated and tortuous, 
measuring 0.7 inches in diameter at the widest part. 

The right kidney was cystic, and showed also some degree of 
hydronephrosis. The left kidney did not appear to be cystic 
macroscopically, but showed an extreme degree of hydronephrosis, 
the normal kidney tissue being thinned and expanded over the 
swollen pelvis. 

The urethra admitted the passage of a fine glass rod and there 
did not appear to be any serious obstruction. This was verified 
by dissecting out the urethra entire and opening it. There was 
no form of stricture or congenital abnormality in the urethra itself, 
but there was a marked phimosis with some swelling of the lips 
of the urethra. 

Most of the reported cases of this condition have been in older 
children, but Couvelaire’ and Saintu* both describe cases of 
dystocia due to foetal dilated bladder and ureters, and in neither 
of these cases was there any obstruction in the urinary tract. 

The cause of the extreme dilatation of the kidneys, bladder and 
ureters in these cases is obscure and has been the subject of much 
discussion. Eisenstadt* has described two cases of primary con- 
genital megalo-ureters associated with dilatation of the bladder and 
kidneys, in girls aged 5} and seven years respectively. In neither 
of these cases was there any evidence of obstruction. Eisenstadt 
suggests the cause may be a deficient development of the muscu- 
lature of the ureter, which does not begin to develop until the 
beginning of the third month, and does not reach the renal pelvis 
until the middle of the fourth month. Hypoplasia of the muscle 
fibres plus the persistence of the wide calibre of the ureters as in 
early foetal life, might explain the condition. 

Other authors* * * 7 have described the presence of a valve- 
like fold of mucous-membrane, in the posterior urethra, arising 
from the distal end of the verumontanum and forming a valve with 
the free edge directed slightly towards the bladder, thus offering 
a definite obstruction to the outflow of urine from the bladder, but 
allowing the passage of a probe from the urethra to the bladder. 

In the case presented, the urethra and bladder were carefully 
dissected out, but there was no evidence of any urethral valve. 

Grant* records a case of a female child of 18 months with extreme 
dilatation of the bladder and ureters due to infection with bacillus 
coli. This cause obviously could not be present in a new-born 
child. 

Defective innervation of the bladder has been cited as a 
possible cause of dilatation. This results in an inco-ordination of 
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the functions of the detrusor and sphincter muscles of the bladder, 
so that the normal contraction of one and the spontaneous relaxa- 
tion of the other would be replaced by a simultaneous contraction 
and relaxation of both groups of muscles. 

In my case the only possible cause of obstruction in the urinary 
tract was the phimosis and it is doubtful whether that was sufficient 
to cause the degree of dilatation which had occurred. The most 
probabie explanation seems to be a defect in the musculature or 
in the innervation. 


I am indebted to Dr. Vines of the Charing Cross Hospital 
Institute of Pathology for the pathological report, and to Dr. A. 
H. G. Burton, Medical Officer of Health, for permission to publish 
this case. 
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Some Cases of Difficult Midwifery under Spinal 
Anesthesia. 
By J. W. Hunter, M.B., Ch.B. (Edin.). 


Registrar and Assistant Surgical Officer, St. Mary’s Hospital, 
Manchester. 


Tuis short paper is intended neither as a complete review of the 
uses of spinal anesthesia in midwifery, nor as advocacy of its 
use in general practice or its widespread use in specialized 
obstetrics ; 1 merely hope to demonstrate its value as an anesthetic 
in certain cases of difficult midwifery of the type more frequently 
encountered by, or passed on to, the specialist. Its application is 
limited, but in a certain small proportion of cases, such as I am 
about to describe, we can, I think, by its judicious use better the 
prognosis where this is already grave. 


Spinal anzsthesia is not without its disadvantages and dangers. 
There is the difficulty of injection which, in midwifery, may be 
accentuated by curvature of the spine and the impossibility of 
flexing the spine on account of the abdominal distention. There 
may be a dangerous fall in blood pressure with collapse or 
paralysis of the diaphragm if too high a zone of anesthesia is 
attempted. Infective meningitis is not unknown after its adminis- 
tration, and unpleasant late sequele such as squint, mental 
symptoms and paralysis have been recorded. Nothing might be 
more dangerous in midwifery than the indiscriminate and 
injudicious use of this form of anzsthesia, and one would like 
again to affirm that its use should be confined to some few cases 
in hospitals or nursing homes. 

It is now over four years since it was tried in the first of my 
series. At that time little had been written with regard to spinal 
anzesthesia in operative midwifery excluding Czesarean section, but 
lately, with the advent of Pitkin’s light solution of spinocaine and 
his technique, a fairly extended trial appears to have been given in 
normal cases, though not to the same extent in the abnormal. 

For certain types of delivery spinal anzsthesia would appear 
to have undoubted advantages over general anzsthesia. There is 
no deep inspiratory and expiratory excursion such as is frequently 
encountered with a general anzsthetic and which may add con- 
siderably to the difficulty of performing a version or difficult forceps 
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application, nor is there any tendency for the patient to strain 
against the operative manipulation. Relaxation throughout the 
whole of the birth passages is much more complete, thus facilitating 
operative procedures and extraction. After delivery uterine con- 
traction is exceptionally strong, more so than with general 
anesthesia ; consequently the risk of inertia, during and after the 
third stage, is lessened and the danger of post-partum hemorrhage 
reduced. Again, chest complications appear less likely to occur 
after spinal anesthesia than after general anesthesia. Admittedly, 
patients with chronic cardiac or pulmonary disease are about as 
liable to chest complications after spinal anesthesia as after general 
anesthesia, but for a healthy patient who has a temporary acute 
anesthetic bronchitis as a result of one or several previous and 
badly administered anesthetics, and to whom another inhalation 
anesthetic might be fatal, spinal anesthesia gives a better prog- 
nosis. Lastly, we know that prolonged general anzsthesia has an 
adverse effect on the child, but with spinal anzesthesia the child 
is unaffected. 

One of the types of case for which spinal anzsthesia seems 
ideal is the difficult ‘‘failed forceps’? case. The patient has had 
one, or possibly several, prolonged anesthetics prior to admission, 
followed by an ambulance journey, possibly on a cold wet night. 
Such patients when admitted to hospital, in addition to general 
shock, not infrequently have already pulmonary complications in 
the form of acute anzsthetic bronchitis or pulmonary oedema, and 
are not in a fit condition for another general anesthetic. It must 
have been the experience of all of us to have seen such a case die 
from pneumonia some days after a successful delivery. Again, in 
such precarious cases there is a definite risk of post-partum hzmor- 
rhage, which may be just sufficient to bring about a fatal issue after 
praeter-natural delivery, and as uterine contraction under spinal 
anesthesia is exceptionally good this risk would appear to be 
lessened. Lastly, we have absolute relaxation, absence of all 
muscular spasm and respiratory movement for what may prove to 
be a difficult operative procedure. 

The following two cases are illustrative :— 


Mrs. J. Aged 38. Six para. 


Admitted to St. Mary’s Hospital on 25th March, 1926, in labour. The 
membranes had ruptured at the commencement of labour and she had 
been in labour 36 hours. There had been two separate and unsuccessful 
attempts at delivery with forceps prior to admission. Examination 
revealed a large hydrocephalic head above the brim, the cervix was fully 
dilated, and the uterus was tightly contracted down over the child, No 
foetal heart sounds could be heard, 
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The general condition of the patient was very poor. The temperature 
was gg.2 and the pulse 104, respirations 34. She appeared to have acute 
anesthetic bronchitis, the air passages being choked with frothy mucus. 

Spinal anzsthesia—1 c.c. stovaine was administered, the patient put 
in the lithotomy position aud craniotomy was performed, followed by 
extraction of a foetus weighing eight and a half pounds. The placenta 
was expelled easily 20 minutes later, and there was no post-partum 
hemorrhage. The patieut was so exhausted on admission that as soon 
as the pain disappeared with the administration of the spinal anesthetic 
she fell fast asleep, remaining thus throughout the operation. She had 
absolutely no recollection afterwards of any part of the delivery. There 


was a very slightly morbid puerperium, and she was discharged on the 
twelfth day. 


Mrs. C., Aged 30. Two para. 


Admitted after being in labour 48 hours. [rior to admission an un- 


successful and prolonged attempt to deliver with high forceps had been 
made. 


On admission, the os was found to be fully dilated, and a brow presenta- 


tion was diagnosed, high up. The foetal heart sounds were present, but 
were very slow—rate 

The general condition of the patient was very poor—pulse 120, tempera. 
ture 99. Respirations were 30. She was cyanosed and the air passages 
were filled with frothy mucus. There was extensive laceration of the 
vagina, and a history of fairly severe hamorrhage during and after the 
failed attempts at delivery. 

Spinal anzesthesia—1 c.c. stovaine was administered, and the patient 
was put in the lithotomy position. On examination the uterus appeared 
sufficiently relaxed for version to be attempted, so internal podalic version 
was performed, followed by extraction. The placenta was expressed 
normally 35 minutes later, and there was no further hemorrhage.. The 
child was alive and weighed eight pounds four ounces, but was extensively 
marked by the forceps blades and died one hour later. The puerperium 
was slightly morbid, but she was able to go home on the seventeenth day. 


Both these cases showed the same features on. admission—well 
marked shock from the previous attempts at delivery, and severe 
pulmonary irritation from previous anesthetics, no doubt aggra- 
vated by the ambulance journey. In both cases the prognosis 
appeared grave, and any degree of intra- or post-partum hzmorr- 
hage, or any increase of pulmonary embarrassment might have 
proved fatal. Spinal anzsthesia was probably of value firstly, 
in that it saved further pulmonary irritation, secondly, that it 
gave very complete relaxation for delivery, and, thirdly, in that the 
risk of post-partum haemorrhage was diminished. 

Another type of case in which spinal anesthesia appears to be 
of value is the type on which I read a paper to the North of England 
Obstetrical and Gynzcological Society at Sheffield last year, 
where there is a dry, prolonged labour and a rigid undilating 
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cervix, not infrequently associated with some slight disproportion. 
The cervix fails to dilate, partly because the presenting part does 
not descend against it, and partly on account of rigidity, the end 
result being that both the uterus and cervix tend to become tightly 
contracted down over the child. In the previous paper, incision 
of the cervix by two postero-lateral incisions, followed by 
immediate extraction of the child, was advocated. Performed 
under spinal anzsthesia there appears to be less bleeding from 
the cervical incisions, very complete relaxation for the operative 
manipulation, and a lessened tendency to post-partum haemorrhage. 
Moreover, as was found in one of the following cases, under the 
spinal anzesthetic the cervix relaxed very considerably and it was 
possible to deliver with the forceps after an easy manual dilatation 
of the cervix. 


The following two cases are illustrative :— 


Mrs. B. Aged 31. 1st April, 1926. 


She had a moderate degree of rachitic pelvic contraction, the diagonal 
conjugate being four inches, and in addition there was some cardiac insuf- 
ficiency due to a congenital pulmonary stenosis. It was a vetex presentation 
in the left occipito anterior, and labour commenced prematurely at the 39th 
week; it was thought that the head would come through. Twenty-four 
hours later the membranes ruptured, the head was still above the brim, 
and the os was only one finger dilated. A rubber balloon was put in 
the cervix in order to dilate it and this was expelled 24 hours later, leaving 
the os only three fingers dilated. The head was still mobile and just in 
the brim of the pelvis 48 hours after the onset of labour. Owing to 
maternal distress delivery was decided upon, so under spinal anesthesia 
the cervix was incised by two long postero-lateral incisions, and a high 
forceps extraction attempted. This was unsuccessful, so craniotomy, 
followed by extraction of a seven and a quarter pounds child, was resorted 
to. The placenta was expressed shortly afterwards, and a hot intrauterine 
douche was given to lessen the haemorrhage from the cervical incisions, 
which were then sutured. The puerperium was not morbid, and she was 
discharged from hospital four weeks later. This patient has subsequently 
had a perfectly normal confinement with a living child. 


Primipara. 


Mrs. H. Aged 28. Primipara. 29th November, 1929. 


When seen by me she had been 48 hours in labour and was two weeks 
post-mature. Examination revealed a vertex presentation in the left 
occipito transverse position, with marked asynclitism. There was a 
moderate degree of rachitic pelvic contraction, the diagonal conjugate 
being four inches, and labour was dry, the membranes having ruptured at 
the commencement of labour. The os was then only two fingers dilated. 
Twelve hours later, no progress having been made, the patient was trans- 
ferred to a nursing home. 


Under spinal anzesthesia manual dilatation of the cervix was performed 
fairly easily. An antero-posterior application of the forceps was made 
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on account of the asynclitism and a living male child weighing eight 
pounds was delivered. After delivery examination revealed a tear in the 
left side of the cervix, so the placenta was removed manually, a hot 
intrauterine douche was given and the cervix repaired. 

The puerperium was not morbid and both mother and child returned 
home well on the sixteenth day. 


The last type of case was one in which, during labour, there was 
a severe degree of cardiac insufficiency, especially when associated 
with a marked degree of pulmonary oedema. The question of 
general versus spinal anesthesia in heart cases is too complex for 
discussion except by an experienced anesthetist, though spinal 
anesthesia does not appear to aggravate the already existing 
pulmonary condition to the extent that is found with ether anzs- 
thesia. Moreover, the tendency for the patient to strain against 
the operative manipulations necessary for delivery, such as is ex- 
perienced with light ether anzsthesia and must throw an additional 
strain on the already overtaxed heart, is completely absent under 
spinal anzesthesia. 

The. following case illustrates these points :— 


Mrs. W. Aged 34. Primipara. 2nd December, 1927. 


When seen by me she had been in labour 12 hours. The os was about 
half dilated and the head was engaged in the brim in the right occipito 
position. The midwife in attendance had ruptured the membranes seven 
hours previously. Her general condition was very poor; she had severe 
cardiac insufficiency owing to mitral stenosis, fibrillation was present and 
there was deep cyanosis and pulmonary cedema, 

I sent her into hospital and gave hyoscine gr. 1/150 and morphia gr. 
1/6 in order to prevent her bearing down and to secure further cervical 
dilatation. 

Five hours later no progress had been made except for slightly increased 
cervical dilation, and partial rotation of the occiput to the front. Her 
condition was alarming; ‘the pulse was small and irregular, temperature 
100, respirations 34 with deep cyanosis and the air passages were choked 
with mucus. 

Spinal anesthesia was administered, rotation completed manually, and 
a mid forceps extraction of a living male child of seven pounds performed. 
The placenta was expelled normally 20 minutes later. During delivery the 
patient was so collapsed that at one time she was thought to be dead. 

The puerperium was fairly normal, the cardiac condition improved 
rapidly, and mother and child were allowed to go home in the third week. 


Technique :—In all but one case, 1 c.c. of a heavy solution of 
stovaine was used. For the other case, 1 c.c. of the light solution 
of spinocaine was administered. With the stovaine the injection 
was made between the third and fourth lumbar vertebrz, with the 
patient on her side, and no difficulty was experienced with the 
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injection. The head and shoulders were kept raised on pillows 
for eight minutes, and the patient was then put in the lithotomy 
position, the head being still raised on pillows. In no case did 
the patients have any sensations during delivery, and usually 
they were quite unaware that delivery had been completed. In 
some of the cases they were fast asleep, owing to the exhaustion 
of along labour. In no case were there any after-effects from the 
spinal anesthesia. 

During the actual operation there are one or two points deserv- 
ing of attention, and neglect of them may militate against complete 
success. It is a mistake to pinch the skin with the forceps and to 
ask the patient if she feels it or if it hurts. It makes the patient 
conscious of the possibility of pain, and may make her nervous and 
restless. If the legs are limp when she is put in the lithotomy 
position the clips may be applied without fear of causing any 
pain whatever, and without the patient being aware of it. Rattling 
of instruments should be avoided and all mention of things such as 
scissors and needles, should be guarded against. If the technique 
is good and these precautions strictly observed, the patient quite 
often will scarcely believe that delivery has been completed. 


Twins in Primipare 
(from a Medico-legal stand-point). 


By Keparnatu Das, C.1.E., M.D. 


Professor of Obstetrics and Gynecology, Carmichael Medical 
College, Calcutta. 


In an important law-suit in India (instituted in 1895) for inheri- 
tance of a large property the question arose whether a Hindu girl 
aged about 13 could give birth to twins. The question is of great 
interest to medical jurists. The facts of the case as given by 

the plaintiff H, are as follows (vide annexed 

A Genealogy). G died in 1844 leaving his wife, 

B aged about 12 or 13, enceinte. She gave birth to 

D E twins (a son and a daughter). The son died 

F G within a short time of his birth and the mother 

H 1(M) _ 1 (F) came into possession of all properties as ‘mother 

and legal heiress.’ H claimed the properties 

as the next reversionary heir after the death of the wife of G. In 
the defence, the wife of G denied that she gave birth to twins. 


The principal issue in the case was, whether the wife of G after 
the death of her husband, gave birth to an only daughter or 
twins, consisting of a son and a daughter. The significance of 
the question was this:— If there was a male co-twin then the 
plaintiff H, according to law, was his heir on the death of the 
wife of G. If there was no such person, then the grandson of G 
(i.e. son of I), was entitled to succeed, in preference to plaintiff. 
A large mass of oral evidence was adduced on both sides— 
witnesses for the plaintiff swearing that twins were born while 
those for the defence swore that only a girl was born. Medical 
expert evidence for the plaintiff declared that there was nothing 
improbable in such an occurrence (viz., birth of twins in a young 
primipara) having taken place. For the defence the medical wit- 
ness stated that the birth of twins in the first conception of a young 
girl of the age (of about 12 or 13) is exceedingly improbable. Both 
the medical witnesses, however, stated that they had never seen 
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in their experience a native girl of 13 at her first confinement giving 
birth to twins. Medical witnesses gave their opinion from dictates 
of common sense. As far as | have been able to find out, there is no 


reference on this subject in any book on medical jurisprudence or 
on midwifery. 


From a consideration of the documentary evidence, however, it 
was concluded both by the original and the appellate courts, that 
twins were born. Both the original and the appellate court 
upheld the medical opinion expressed for the plaintiff that ‘‘there 
was nothing improbable in her having given birth to twins.” 


Matthews Duncan (in his book ‘‘Fecundity, Fertility, Sterility 
and Allied Topics,’’ published in Edinburgh by Adam and Charles 
Black, 1866) constructed a table pp. 88 to show the relation of the 
frequency of twins to the number of the mother’s pregnancy. It 
will be seen from that table that out of a total of 198 twins born, 
45 were in primipare, i.e., 22.7 per cent. His conclusions are :— 

‘‘?, The actual number of twins born in different pregnancies 
decreases as the number of the pregnancy increases. 


2. The comparative number of twins born in different preg- 
nancies increases as the number of the pregnancy increases. 


3. The increase of the comparative number of twins with the 
number of the pregnancy does not appear to hold good with the 
first pregnancy as compared with the three immediately subsequent 
pregnancies; women in their first pregnancies being more likely 
to bear twins than in those immediately subsequent.” 

I have been able to collect from the records of the Eden Hospital, 
Calcutta, and Carmichael Medical College Hospitals, Calcutta, 
377 cases of twins. Of these, 286 were Indians and 91 Europeans 
(including Eurasians and Jews). Table I is constructed to show 
Duncan’s figures and my figures in parallel columns. From this 
table it will be seen that by far the majority of twins is born in 
the first labour—Duncan, 22.7 per cent Europeans etc.; in my 
cases 26.6 per cent, while Indians 31.1 per cent. Chart I is a 
graphic representation of Table I. 

Duncan constructed another table (p. 77) to show the influence 
of age on a woman’s fertility in twins. From that table it may 
be seen that out of a total of 438 twins born between the ages of 
15-59, six were between 15-19, which may certainly be taken to 
correspond to 13-17 in Indians. 

Table II has been constructed to show Duncan’s figures as 


compared with my figures. Chart II is a graphic representation 
of the same. 
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It is therefore safe to conclude that women are more prone to 
have twins in their first pregnancies, the percentage diminishing 
with successive pregnancies. 

The following three authentic cases are recorded from my 
personal observation :— 

1. Daughter of C. B. of Bagbazar, aged 14 years 9 months. 

2. Mrs. G. S. of Bhowanipore, aged 11 years 10 months. 

3. Mrs. A. B. of Entally, aged 13 years 6 months. 
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Sn Memoriam. 


MARY ANN DACOMB SCHARLIEB, D.B.E., 
M.D., M.S. (Lond.), LL.D. (Edin.), 


President of the London School of Medicine for Women 
(Royal Free Hospital). 


THE death of Dame Mary Scharlieb at the age of 85 removes from 
the medical world one of its chief landmarks. 
She was born in London in 1845 and, at the age of nineteen, 
married William Mason Scharlieb, a barrister. With her husband 
she went to India, where her three children were born. She soon 
realized the growing need for women doctors among the women 
in the zenanas in India, and she began the study of medicine at 
the Madras University and qualified as a doctor in 1878. Soon 
after she began to study for the degree in medicine in the Univer- 
sity of London. She studied at the old School of Medicine for 
Women, and in 1882 she took her final M.B. examination with 
the gold medal in obstetrics and honours in medicine, surgery and 
forensic medicine. She studied obstetrics further in Vienna. In 
1883, when she returned to Madras, she had personally impressed 
upon Queen Victoria the necessity for women doctors in India. 
She became lecturer and examiner in midwifery in the Madras 
Medical College. She founded the Royal Victoria Hospital for 
Women in Madras. In 1887 she was obliged to leave India on 
account of ill-health, due to overwork. She settled in London 
and has been in practice ever since, until within a few weeks of 
her death. In 1888 she graduated M.D., and soon after she was 
appointed surgeon to the New Hospital for Women in Euston 
Road, now known as the Elizabeth Garrett Anderson Hospital. 
In 1897 she obtained the Mastership of Surgery in London 
University. In 1902 she became gynzcological surgeon to the 
Royal Free Hospital, being the first woman appointed to the staff. 
She held this post for five years and retired at the age of 63. The 
Board of the Hospital expressed their indebtedness to her for her 
great skill and for her care of the patients. Her very harmonious 
relations with her colleagues and officials were warmly commented 
upon. Her husband, to whom she was greatly attached, died in 
1901. Her daughter and two sons became members of the medical 
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profession. Both sons served in the war and held the rank of 
Lientenant-Colonel. One died during the present year. Her 
daughter, who was her constant companion, died a few years age. 
Her son practices as an anesthetist in London. 

Many honours were conferred upon her during the latter part 
of .her life. At. the end of the war she was made Commander 
of the Order of the British Empire, and in 1926 she was made 
Dame Commander of the Order. Edinburgh University gave her 
the degree of LL.D. One of her great interests was in Children’s 
Courts and she herself became a Justice of the Peace. She was 
President of the London School of Medicine for Women. Dame 
Mary’s contributions to medical literature were considerable. She 
‘ published several books, mainly relating to motherhood and child 
welfare. 


Although the days of Dame Mary Scharlieb’s personal activity 
could not, in the nature of things, have been extended for many 
years, yet her passing has left a blank which can never be filled. 
She was always there to look up to, to admire and, if possible, to 
emulate. She was so young in her outlook on life, and her 
mentality was so acute that her colleagues felt that they themselves 
must always be young while she was alive. Life for her was a 
storehouse of experiences, and although she had had severe 
struggles she always had the sense of that infectious joyousness 
which is given by the gods to those who retain their youth although 
their age may be three score and ten. 


She has done more to convert people to approve of and employ 
medical women than any other member of the profession. From 
an academic point of view she was outstanding. She gained her 
medical and surgical degrees with medals and honours. Her 
ability as a surgeon won for her the admiration of her men and 
women colleagues. To see Dame Mary undertake the diagnosis 
of a complicated case’ was a lesson in itself. She took complete 
command of the situation when called in to give her help and 
advice. Her bright and sparkling eyes and her emphatic nod of 
the head impressed upon all those around her the utmost sincerity 
of her opinions and the wish to do her utmost for the welfare of 
her patients. Seldom has a woman had such a sphere of useful 
influence or had so many friends. She was fearless in her 
expression of opinion against all that was morally wrong. Her 
own life was an example of the highest aspiration and endeavour. 
One could hardly realize at a committee meeting that that dignified 
lady, irreproachably dressed, busily knitting a stocking, was 1 
surgeon of great eminence. Her great maternal instinct made her 
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not only a beloved mother to her devoted children, but had its effect 
upon her patients as well. Her claim to fame was never called 
in question. There was no controversy where she was concerned. 
Her position as a leader was never used as a slogan to call the 
militant to rebellion. The feminist and anti-feminist joined hands 
in paying tribute to her unique personality. She was never jealous, 
but always ready to give her praise to the work of others. She 
had a deeply religious mind. 

Her large and representative funeral service was a testimony 
to the great esteem in which she was held. She has gone to her 
rest leaving the world a much better place for women than she 
found it. 


Louise McIlroy. 


BOOK REVIEWS. 


‘* A Textbook for Midwives.’”? By JoHN S. FAIRBAIRN, M.A., M.B., B.Ch., 
F.R.C.P., F.R.C.S. Humphrey Milford: Oxford University Press. 

3 plates, 119 illustrations (5 in colorr). 

t 


Tuis, the fifth edition, has undergone a general revision, and the subject 
matter has been rearranged with distinct advantage. ‘‘ The Physiology of 
the Reproductive Organs and Reproduction ”’ has been brought up to date 
and some new figures have been added. In addition to the instruction, 
necessary for pupil midwives, details of a more advanced nature have been 
printed in small type for the information of those midwives who are 
practising in districts where medical assistance is not readily obtainable. 
A very important chapter has been added on “ Maternal and Infantile 
Mortality.”’ 

Dr. Fairbairn when first writing this book had in mind that a more 
educated class of midwives would arise and that the standard of training 
and examination would be raised, and in this his prophecy of 1914 has 
come true. The untiring efforts of the author in these directions are well 
known and much appreciated. The author’s facility of expression and his 
sound teaching, gained from a great clinical experience and in teaching 
‘fall sorts,’’ from the fully trained nurse to the “Shandy woman,” is more 
than ever exemplified in this the latest edition. 

In spite of the fact that the book has been materially improved, it has 
been found possible, by judicious excision, to limit its number of pages 
approximately to that of the last edition. Having run through four editions 
in such a comparatively short time it is evident that the author has entirely 
fulfilled his purpose, and it remains to-day, as indeed it started, the best 
book of its kind that has been published. 

Cc. &. 


“The Surgical Diseases: of the Thyroid Gland.” 
Philadelphia: Lea and Febiger. 


By E. M. EBErRTs. 


THE literature on diseases of the thyroid gland has grown to such an 
extent, and is scattered through so many journals, that a book will be 
welcomed which attempts to bring together the present-day views on the 
diverse aspects of the problem. 

Dr. Eberts’ book is offered as a short guide,to the subject. It is based on 
a summary of carefully collated results of the observation and treatment of 
2,250 cases in the Goitre Clinic of the Montreal General Hospital, and bears 
the mark of personal experience throughout. After a short summary of the 
anatomy, development and physiology of the thyroid gland, the various 
pathological appearances that may be met with are described and illustrated. 
These varied appearances may be rightly described as separate pathological 
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processes, but a classification based on the histological appearance of the 
gland is at present impracticable. Indeed, it is emphasized that in the 
same goitrous gland one may find an astounding variation in structure. 
Dr. Eberts in his clinical classification still adheres to the old term 
‘*toxic adenoma,’’ and attempts to differentiate it from Graves’s disease. 
He admits, however, that the symptom-complex in toxic adenoma closely 
resembles that of Graves’s disease, in Graves’s disease the brunt of the 
thyrotoxicosis being borne by the nervous system, while in toxic adenoma 
it is borne by the cardiovascular system; and after devoting two pages to 
possible points in differential diagnosis refers to the common occurrence of 
mixed cases. It is more in accordance with present-day views to regard 
these conditions as stages in one progressive disease, as has already been 
claimed by Achard (1922) and Berard (1927) in France, Dunhill (1927) and 
others in England, Falta (1927) in Germany, and Graham in America. 
The treatment of these conditions is fully dealt with and is the best part 
of the book, being clearly described from personal experience. Preparation 
with rest, iodine, and removal of focal infections is discussed. The author 
is against X-ray treatment, and prefers to operate with local anesthesia. 
Of his patients, over 97 per cent have returned to full work. The chapters 
on juvenile or adolescent goitre, inflammations of the thyroid gland, and 
malignant disease, are adequate. Eleven of the author’s cases of malig- 
nant disease have survived operation for periods varying from one to seven 
and a half~years. The illustrations are clear and well-reproduced; but 
surely the electrocardiogram on page 112 (Fig. 33) is printed upsidedown. 

Dr. Eberts’ book will be found useful by all workers on the subject, 
representing, as it does, the considered views of one who has had the 
opportunity of observing and following up the results of treatment in a 
large number of cases. 


Dunhill. 


“Handbuch der Gynakologie.’’ Vert StorckEL. Vol. VI, Part 1. Munich : 
J. F. Bergmann, 1930. Third edition. Price R.M. 168; bound, 
R.M. 176.80. 


The new edition of Veit’s Handbuch has kept well abreast of the 
modern advances in gynecology, and this superb volume reflects the 
very greatest credit upon the authors and publishers. 

The subject matter covers descriptions of carcinoma of the uterus, 
fibroids, adenomyosis, hydatidiform mole, and chorion epithelioma. Each 
section is a treatise in itself and every aspect of the subject is discussed 
in the greatest detail. The essential value of Veit’s Handbuch is as a 
work of reference. It does not make easy reading, and even small sections 
must be slowly digested before they can be summed up. The paper and 
print are of the finest quality. The illustrations are as good as have 
been seen in any scientific contribution. Pathological material is illus- 
trated almost entirely by plftography and is of such a standard that it 
offers no difficulty in its interpretation. References are as plentiful as 
in the preceding volumes. 

The material contained in the volume comprises some of the most 
important in the whole of gynecology. It is doubtful if better descrip- 


tions have ever been given, and real advances have been made from the 
old edition, 
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v. Franque’s article on the anatomy and histology of carcinoma of 
the uterus contains a great deai of new material. The classification of 
the various forms of carcinoma seems fairly well established both 
anatomically and histologically, but the histological method has received 
little attention in this country. There is a good account of adenoma 
malignum and a most valuable section on the histological method of 
diagnosis of early forms of carcinoma of the cervix. 

R. Meyer is responsible for the section on fibroids. It is remarkable 
how few are the coutributions to the patholegy of fibroids in this country. 
A perusal of R. Meyer’s article shows at once that our textbooks are 
very much behind the times. Even the question of the degenerations, to 
which much attention is still paid over here, has outstripped the 
additions made in our textbooks. 

It was with no little interest that one awaited R. Meyer’s contribution 
on the subject of adenomyosis and chocolate cysts, for one did not quite know 
how he would react towards Sampson’s theory. There are considerable 
drawbacks in possessing a reputation for Papal infallibility in the scientific 
world, for biological problems cannot be solved with mathematical 
precision and new advances upset opinions which have been expressed 
before. Meyer deals with the problem perfectly correctly: he brings 
forward the evidence, sifts it very carefully and indicates very clearly 
which facts have been proved. He is, perhaps, not so dogmatic in his 
opinions as before and is inclined to take an agnostic view whenever 
possible. The descriptive accounts are admirable and this section of the 
book perhaps represents one of R. Meyer’s greatest contributions to 
gynecology. With these problems still in a state of turmoil it is possible 
to criticize some of Meyer’s statements, but the whole atmosphere of the 
article is purely judicial and there is no real provocation. 

R. Meyer is also responsible for the articles on uterine sarcoma, 
hydatidiform mole and chorion epithelioma. He has thought fit to include 
the recent physiological work on the anterior lobe of the pituitary gland 
in his account of the etiology of hydatidiform mole. 

The volume merits the greatest respect. Academically the subject 
matter is on the highest plane. It is indeed impossible, even after very 
careful perusal, to see how the volume could possibly be improved. 


Wilfred Shaw. 


“ Liver in the Treatment of Pernicious and other Anzemias.” By S. C. 
Dyke, D.M. (Oxon.), M.R.C.P. (Lond.) Modern Treatment Series. 
London: Johnathan Cape, Ltd., 1930. Pp. 128. 5/- net. 


THE book opens with a discussion of the pathology of pernicious aneemia 
and of the theories as to its etiology. We are then led to consider the 
diagnosis of this disease, which necessitates invoking laboratory aid. The 
liver treatment is fully described and subsequently information is given 
concerning supplementary methods of treatment, the progress of patients 
receiving treatment, and complications of the treatment. 

A short chapter is devoted to liver treatment in secondary anzemia, 
and from results obtained by the author it appears that liver is definitely 
beneficial in cases of secondary anzemia due to hemorrhage. The value of 
liver in such other conditions as sprue, the grave anemia of pregnancy and 
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hemophilia is also considered. The book closes with observations on the 
nature of the antianzemic principle. 


The author is to be congratulated on producing a useful and clearly 
written work in a small space. 


T. E. Beaumont. 


“Male Disorders of Sex.’? By KENNETH M. WALKER, F.R.C.S. London: 
J. Cape, 8vo., pp. 192, 5/- net. 


Tus work is based on the author’s own experiences, and, to use his own 
words, is written by a non-expert for the non-expert. 

It is intended for the use of the practitioner and students who wish to 
supplement their knowledge with greater ease than would be possible if 
they had been left only with access to larger and more pretentious volumes 
on the subject. 

The first part deals mostly with impotence and masturbation, and if the 
reader inevitably finds the gaps which the author admits, he will just as 
surely find much that is interesting and much that is instructive. 

The management and treatment of such cases is fundamentally difficult 
and, moreover, failure inevitably results in increased misery for the 
patient, in loss of prestige to the doctor, and often in considerable gain to 
the quack. The lines of treatment laid down will prove valuable guides 
to the vast number of practitioners who must have found themselves at a 
loss to know even how to begin to tackle this problem. 

The second part of the book deals with male sterility, and here the 
author promises and gives greater completeness of treatment. In this 
country the subject has not hitherto been given the attention it deserves, 
and the arrival of this work reflecting the author’s valuable experience 
and sound judgment is therefore very opportune. 

It is an essentially practical little volume and one that can be recom- 
mended to all members of the medical profession. 


W. T. Warwick. 


“Annual Report of the Rigshospitalet, Copenhagen, Maternity Depart- 
ment, 1927 and 1928.’? Edited by PRorEssoR GAMMELTOFT. 


THIs report consists principally of a list of the cases treated, with theit 
numbers. In 1927 1,535 patients were delivered and there were five deaths. 
335 operations were performed, including 120 episiotomies, 25 for rigid 
perineum. The membranes were ruptured 57 times, the forceps applied 
62 times, and version performed 14 times. There were 15 cases of eclampsia. 

In 1928 1,539 patients were delivered and there were 15 deaths. There 
were 255 operations. The membranes were ruptured 24 times, the forceps 
applied 48 times, and version performed 17 times. There were 86 episio- 
tomies, 14 for rigid perineum. There were 13 cases of eclampsia and 35 of 
sepsis. 
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“Seventy Birth Control Clinics.”” A survey and analysis: Including the 
general effects of control on size and quality of population. By CAROLINE 
Hapiey Ropinson. London: Bailliere, Tindall and Cox, 7 and 8 
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Henrietta Street. Publishers’ agents: The Williams and Williams 
Company, Baltimore. pp. xx+351. 18/- net. 


THE purpose of this work is best exemplified by the following extract from 
the introduction :— 


“Enthusiasts in many lands are calling for the establishment of birth 
control clinics. It is important, therefore, that information be accessible 
which will enable socially minded citizens, and particularly members of 
the learned professions, to form intelligent opinions on this intricate 
problem. 

“This survey gives details concerning seventy organized centers—which 
may properly be called clinics—for birth control instruction, and lists more 
than two hundred and fifty others, about half of them by name. It is 
intended as a guide to the nature, extent, and status of this world-wide 
movement, in so far as these may be objectively determined by descriptions 
of leaders and workers, their policies, procedures, and experiences, the 
numbers of people reached, the expenses entailed, and the character and 
trend of public and professional opinion as reflected in laws and letters. 
The scientific character of the movement is also to be guaged by the data 
assembled and the analysis given them by students of the subject. 

“This survey is intended to be a practical handbook for those engaged 
in one branch of medical philanthropy. It elaborates the social rather 
than the medical aspects of the subject, although such professional prob- 
lems as medical personnel and training and equipment and ‘medical 
indications’? are fully considered in Chapter VI, which was written by 
Dr. Dickinson and Dr. Bryant. What it is in no way intended to be 
is an answer to clamor on the part of the public for a pamphlet giving 
instructions to all and sundry on means to avoid conception. Not only 
do our laws prevent all inter-state carriage of such information, but for 
many couples their individual pecularities should be met by selection of 
the means adapted to their needs, and this is a selection best undertaken 
by physicians, because in any method effectiveness largely depends on 
attention to details. 

“The first six chapters of the book have to do with the history and 
practice of organized birth control. The final chapters turn to more 
fundamental questions, among others those arising from any supposed 
effects of contraception on quantity and quality of population. 

“In the first seven chapters, the author has been highly pleased and 
gratified to receive detailed confirmation and correction from the Com- 
mittee on Maternal Health, a body which because of its established 
medical connections is, more than any other, competent to criticize. 

‘Readers with no professional interest in special phases of birth control 
will do well to read Chapters I and II, and a little way in Chapter TII. 
After that, the following may be recommended: Chapter IV, taking up 
the topic of ‘race suicide ;’ a glance at Chapter V, on founding clinics ; and 
careful attention to Chapters VII and X, which summarize arguments 
pro and con. 

“On the subjects of prenatal mortality (Chapter III) and differential 
birth-rates (Chapter IX), the specialist will find critical paragraphs, 
covering a great deal of recent research, which may repay his attention. 
Also in Chapter VIII some of the trends of thought concerning popu- 
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lation are summarized which have occupied European statisticians, 
particularly the British, since 1906. 

‘In each chapter many statements are supported by 1eferences to titles 
in the Bibliography at the end of the volume, indicated by an initial and 
a numeral in parenthesis. A conscious effort was made in each chapter 
to include references to essential authors on that particular subject, with- 
out attempting an exhaustive bibliography on birth control. The student 
desiring further titles is referred to A. B. Wolfe’s bibliography, the most 
recent dealing with population science in general (W-8); to the classic 
collection by Theodore Schroeder antedating clinics (S-8); and to the one 
by Julia E. Johnsen (J-3.) 

‘A least two nations and five local governments in the United States 
and six in Europe officially promote birth control directly or indirectly. 
At least twenty-three additional nations are neutral, besides many of our 
States—twenty-three certainly, although forty is probably nearer the 
correct number of neutral nations.” 

There are three Appendices. A deals with the statistics of patients’ 
social condition. B with present and Colonial fertility. C with additional 
centres for birth control. 
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Review of Current Literature. 


DIRECTOR: FREDERICK ROQUES. 
M.A., M.D., M.Chir. (Cantab.), F.R.C.S. (Eng.). 


Tus Review will contain the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynzecology of the British Empire’’ exchanges :— 


British—The Lancet; British Medical Journal; The Cancer Review. 


Canadian.—The Canadian Medical Association Journal ; Bulletin Médical 
de Quebec 


Australian.—Medical Journal of Australia. 


American.—American Journal of Obstetrics and Gynecology ; The Journal 


of the American Medical Association; Surgery, Gynecology and 
Obstetrics. 


French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 


Belgian.—Bruxelles Médical. 

Itatian.—Annali di Ostetricia e Ginecologia; Archivio di Ostetricia e 
Ginecologia. 

German :-—Archiy fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gynakologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 

urtshiilfe und Gynakologie; Miinchener Medizenische Wochenschrift. 

Scandinavian.—Acta Gynecologica Scandinavica. 


South American.—Boletin de la Sociedad de Obstetricia y Ginecologia 
de Buenos Ayres. 


Japanese.—Japanese Journal of Obstetrics and Gynecology. 

It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles ‘of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 


London: J. Lyte CAMERON, F.R.C.S.; R. C. Licutwoop, M.D.; 
F. Rogues, F.R.C.S.; A. WALKER, F.R.C.S.; JustTINA WILSON, 


F.R.C:P.;.C. D. Reap, F.R-C.S:: Dopps, F.R:C:S. ; 
C. M. MARSHALL, F.R.C.S. 

Huddersfield: W. E. CRowTuHER, M.B. 

Leeds R. H. B. ApAmson, M.D. 

Liverpool: M. DatNow, M.D.; A. A. GEMMELL, F.R.C.S. 

Sheffield: W. W. KiNG, F.R.C.S. 

Glasgow: JANE FILSHILL. 


4 


854 Journal of Obstetrics and Gynecology 


The British Medical Journal. 


July 5, 1930. 
The occipito-posterior case. J. D. Davies and E. Condon. (Corres. 
pondence). 
Endogenous puerperal sepsis. C. M. Craig. (Correspondence). 
July 12, 1930. 
*The old multipara. A. Leyland Robinson. 
Acute bronchitis with vaginal bleeding and acute abdominal pain. W. 
C. D. Walmsley. 
The occipito-posterior case. W. Taylor. (Correspondence). 
July 19, 1930. 
*The action on the uterus of anesthetics and other drugs used in labour. 
Aleck W. Bourne and J. H. Burn. 
Occipito-posterior positions. K. Vaughan. (Correspondence). 
Prognosis in uterine cancer. C. Kempster. (Correspondence). 
July 26, 1930. 
*Infection by anzerobic streptococci in puerperal fever. Leonard Colebrook. 
August 2, 1930. 
Treatment of acute puerperal inversion. N. Hypher. 
Diathermy in gynecology. E. P. Cumberbatch. (Correspondence). 
August 9, 1930. 
Recent advances in the physiology of menstruation. D. J. Cannon. 
Idiopathic hemorrhage in the new-born. J. M. Boyd and J. A. Elliot. 
A national maternity service. (leading article). 


August 23, 1930. 
ZEtiology of puerperal infection. R. R. Armstrong and H. Burt-White ; 
and G. F. Gubbin. (Correspondence), 
Diathermy in gynecology. R. G. Murray. (Correspondence). 
August 30, 1930. i 
Chloroform in labour. R. Watson. (Correspondence). 
September 13, 1930. 
ZEtiology of puerperal sepsis. L. Colebrook. (Correspondence). 
Occipito-posterior positions, D. S. Dixon and F. R. Parakh. 


September 20, 1930. 
*Radium in gynecology. Sidney Forsdike. 


ZEtiology of puerperal sepsis. R. R. Armstrong and H. Burt-White. 
(Correspondence). 


September 27, 1930. 
Puerperal sepsis. E. Farquhar Murray. 
The influence of lactation on ovulation and cestrus. J. T. Cunningham. 


The old multipara. 

Statistics are quoted which show: (1) That there is a special risk run 
by all primipara; (2) that there is a special risk attached to age, and (3) 
that there is a diminishing risk up to the fourth pregnancy, after which 
the risk steadily increases. There are, therefore, two factors to be con- 
sidered ; parity and age. 
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Two special dangers are associated with the first pregnancy : 
(1) toxeemia, and (2) mechanical difficulties and trauma. The next two 
or three pregnancies are less dangerous. The risk of eclampsia is less, 
and the soft parts no longer form a serious barrier during labour. As 
parity increases, certain unfavourable changes occur, calcium depletion, 
loss of muscle-tone and a tendency to hemorrhage. Calcium deficiency 
enhances the effects due to loss of muscle-tone, and may affect the bones. 
In extreme cases osteo-malacia develops, but minor grades of calcium ~ 
deficiency occur which cause decalcification of the pelvic bony tissue, and 
consequent shrinkage of the birth canal. The combination of a weaker 
uterus and a smaller pelvis may produce obstructed labour in women with 
satisfactory obstetric histories. This point is illustrated by a table 
showing the frequency of craniotomy in relation to parity and age. Loss 
of tone of the uterine muscle causes malpresentations, obliquity of the 
uterus and post-partum haemorrhage. Accidental hemorrhage of the toxic 
variety occurs relatively more frequently in the old multipara than in 
other classes. 

Age lowers the resistance of the patient, it reduces her capacity for 
work and renders her less capable of combating fatigue and shock. 

It is necessary to assess the obstetric age of antenatal patients and, 
if old, consider them as abnormal or doubtful. The treatment of 
abnormal cases does not concern the question of age and parity, and they 
are treated on general lines. The doubtful cases require most careful 
supervision before and during labour. The paper concludes with remarks 
on the prevention and treatment of obstetric old-age. 


Review of Current Literature 


The action on the uterus of anesthetics and other drugs used in labour. 

Tracings are given showing the effect of drugs on uterine contractions. 
Ether and chloroform have the same action. They arrest contractions 
during the first stage of labour and diminish them during the second 
stage. Gas and oxygen administration has no effect on the contractions. 
Intraspinal stovaine interferes with the relaxation between the pains and, 
if given early, delays dilatation. Morphine renders contractions less 
frequent but more prolonged; the work done by the uterus is probably 
increased. Atropine seems to stimulate the uterus. The stimulant action 
of quinine during labour is very small. 


Infection by anzrobic streptococci in puerperal fever. 

In the past, it has generally been accepted that haemolytic streptococci 
are responsible for nearly all severe and fatal cases of puerperal fever. 
Doubt is cast upon this view. Over a period of 20 months at Queen 
Charlotte’s Hospital there have been six cases of septicaemia due to 
hemolytic streptococci (three fatal), and, by using a careful anzerobic 
technique, which is described, no less than 13 cases of septicaemia due to 
anaerobic streptococci (five fatal). The author has collected 17 cases with 
seven deaths, a mortality of 39 per cent. The view is expressed that 
puerperal infection by anaerobic streptococci is much more frequent than 
has been recognized. 


Radium in gynecology. 
Our knowledge of radium is still in a very unsatisfactory position, and 
there is still much divergence of opinion in regard to dosage, screens, 
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and the treatment of glands. The author regrets that no portion of the 
24 grams purchased by the Radium Commission is to be allotted -for 
research purposes. In benign conditions the author uses radium to pro- 
duce an artificial menopause. He has used 53 mg. of radium in a screen 
equivalent to 1 mm. of platinum for 22 hours, with satisfactory results. 
He is quite satisfied that radium acts on the endometrium and not on the 
ovaries. He does not advocate the use of radium in the treatment of 
fibroids. 

The author gives his results of treating carcinoma of the cervix with 
radium from 1921 to 1925. The cases numbered 181. These were divided 
into 134 inoperable cases which underwent alleviation, but none of the 
patients was cured; 33 borderline cases of which four were cured; 14 
operable cases of which four were cured. Although a great believer in 


the value and in the future of radium, Forsdike considers that operation 
holds out the best hope of cure. 


A. Walker. 


The Lancet. 


July, 26, 1930. 
*The use of avertin in childbirth. J. S. M. Connell. 
*Puerperal infection. A. I. K. Rankin. 
Aneesthetics in labour. (Leading article). 

The Dutch pessary. N. Haire. (Correspondence). 


August 9, 1930. 
Interstitial pregnancy in a tubal stump after salpingo-odphorectomy. 
A. Richardson. 
August 16, 1930. 
Expulsion of an ectopic foetus papyraceus after curettage. K. McFadyean. 
The Dutch pessary. E. Swan Chesser. (Correspondence). 


August 23, 1930. 

Eclampsia treated with spinal anzesthesia. R. H. Paramore. 
September 6, 1930. 

The Dutch pessary. E. Sloan Chesser. (Correspondence). 
September 13, 1930. 


*Pruritus ani et vulve. L, F. R. Knuthsen and F. H. Humphris. 
Gonorrhoea in the female child. H. G. Broadbridge. 


September 20, 1930. 
Treatment of cases of abortion. J. P. Hedley. 


September 27, 1930. 
Treatment of breech presentations. G. Dearnley. (Correspondence). 
Pruritus ani et vulve. J. P. Lockhart-Mummery. 
The Dutch cap. J. Rosslyn Earp. (correspondence). 


The use of avertin in childbirth. 

This paper is based on about 50 cases of labour under the influence of 
avertin. Avertin is particularly useful in primiparee in whom antenatal 
examination has pointed to a normal labour. In primiparee a quarter grain 
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of morphia is given at the commencement of labour. If contractions are 
good, avertin is given after half dilatation of the cervix in multiparee, and 
after two-thirds dilatation in primipara. It is at this point that the 
membranes rupture in the normal case. The dosage is 0.075 c.c. per kgr. of 
body-weight. Full details of the technique are given. The method is 
claimed to be safe. Avertin is easy of administration, effective, and does 
not cause undue prolongation of labour nor undesirable after-results to the 
mother or the child. 


Puerperal infection. 

This article consists of a bacteriological study of a series of cases of 
puerperal infection. The author finds that hemolytic streptococci alone are 
associated with severe forms of puerperal infection, the milder forms are 
due to local uterine infection by a variety of organisms. 


Pruritus ani et vulve. 


This paper refers, in particular, to the radiological treatment of 
pruritus. 


The Proceedings of the Royal Society of Medicine. 


Vol. xxiii, 1930. 
*Grave familial jaundice in an infant. R. C. Jewesbury. 


Grave familial jaundice in an infant. 

Records of fatal jaundice in new-born infants are not uncommon, and 
an astonishingly large number of the records shows that this condition 
occurs in more than one member of the family. It is not infrequent to 
find that a whole family of children have been wiped out before they 
have reached the age of two weeks by this dread malady, the pathology 
ol which is not clearly understood. Jewesbury reports a family in which 
both parents were healthy, and in which there were six children, five ot 
whom were jaundiced and three of whom died. The first child is alive and 
well. The second, born at the end of seven months, was deeply jaundiced 
and died within a few hours. ‘The third, a full-time infant, although 
jaundiced, survived. ‘The fourth pregnancy resulted in girl twins, both 
of whom died, shortly after birth, with jaundice. The fifth child was the 
patient, a boy of two days, who was admitted to the hospital with severe 
jaundice and a palpable spieen. Therapy consisted of injecting 8 c.c. of 
whole blood intramuscularly, whereupon the jaundice deepened, it then 
paled to a lemon yellow, accompanied by a diminution in the size of the 
spleen. In the discussion following this paper it was stated that the 
only family in which every child who had exhibited this severe degree of 
jaundice and had survived was one in which every child showing the disease, 
had been treated with injections of the mother’s serum, not with injections 
of whole blood. 
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The Clinical Journal. 


Vol. lix, No. 9, February 26, 1930. 
A hormone test for pregnancy. (Editorial). 


Vol. lix, No. 11, March 12, 1930. 
Antenatal and postnatal duties of the general practitioner. I. Williams. 


Vol. lix, No. 14, April 2, 1930. 
Pregnancy after ligature of the Fallopian tubes. (Editorial). 
Vol. lix, No. 17, April 23, 1930. 
The female sex hormones in relation to menstruation and pregnancy. 
(Editorial). 
*Severe hemorrhage from rupture of an ovarian cyst. W. H. Bowen. 


Vol. lix, No. 22, May 28, 1930. 
Disorders of menstruation. A. A. Gemmell. 


Vol. lix, No. 23, June 4, 1930. 
Recent observations on the pituitary body. W. L. Brown. 


Vol. lix, No. 24, June 11, 1930. 
Galactorrhcea in acromegaly. (Editorial). 


Vol. lix, No. 27, July 2, 1930. 
*The management of frank breech presentation. J. St.G. Wilson. 


Vol. lix, No. 29, July 16, 1930. 
Progress in obstetrics. V. B. Green-Armytage. 


Vol. lix, No. 34, August 20, 1930. 
The treatment of obstructed labour. W. McK. H. McCullagh. 
A case of tuberculous salpingo-odphoritis. E. H. Roberts. 


Vol. lix, No. 36, September 3, 1930. 
Suspension of a _ retroverted myomatous uterus during pregnancy. 
(Editorial). 


Severe hemorrhage from rupture of an ovarian cyst. 

Bowen records a case of severe hemorrhage from the rupture of an 
ovarian cyst. The symptoms simulated those of acute pancreatitis and 
subdiaphragmatic pleurisy. He states that at laparotomy the abdomen 
was found to be full of blood, and that the cyst was of small dimensions. 


The management of frank breech presentation. 

The author stresses 1our points in connexion with the management 
of breech presentation. These are: (1) Careful antenatal examination at, 
or about, the thirty-sixth week of pregnancy. (2) External cephalic 
version at, or about, the thirty-sixth week of pregnancy with the aid of 
general anzesthesia, if necessary. (3) After full dilatation of the cervix 
assistance should be given when the descent of the breech ceases. (4) The 
employment of fundal pressure with episiotomy. In making a plea for 
more frequent episiotomy Wilson states that this operation is indicated 
in cases in which the breech is arrested in the cavity, which is due to 
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the limited lateral flexion of the trunk of the foetus, owing to the splinting 
action of its lower limbs, and in which fundal pressure and traction with 
a finger in the child’s groin fails to effect delivery. The operation of 
episiotomy acts by reducing the resistance of the pelvic floor, and by 
shortening the lower end of the birth canal, thus compensating for the 
lack of flexion of the foetal trunk. 


Review of Current Literature 


F. R. 


Journal of Anatomy. 


Vol. Ixiv, Part III, April, 1930. 
*Cystic ovaries in a babe aged two months, H. A. Harris. 


Cystic ovaries in a babe aged two months. 

The case recorded is one in which the ovaries were found to be cystic 
at routine post-mortem examination, after death from broncho-pneumonia. 
No gross lesions of the other urogenital or endocrine organs were found 
by Sir Bernard Spilsbury, who performed the autopsy. Each ovary 
measured 2.6 cm. in length and was of a size almost equal to that of an 
ovary from an adult. On section the ovaries presented a number of large 
cysts which contained a fluid resembling liquor folliculi, 

In commenting upon the case the author remarks that congenital cystic 
ovaries may be due to an increased permeability of the placenta, both to 
placental hormones and to maternal hormones, in the last month of fcetal 
life. He thinks that the changes, which take place during the last month 
of intra-uterine life, particularly the hyperzemia of the foetal uterus, 
suggest the influence of a placental hormone or of a maternal hormone. 
The summation of the pituitrin of the mother and foetus may be associated 
with the initiation of uterine contractions. 

Reference is made to the recent work of Engle and Smith, who produced 
cystic ovaries in the mature rat by the daily transplantation of fresh 
anterior lobes of the pituitary body. 


F. R. 


The Birmingham Medical Review. 


Vol. v, No. 3, March, 1930. 
*Maternal mortality. J. Oldfield. 
Vol. v, No. 4, April, 1930. 
The réle of the uterine ligaments. C. Martin. 
Vol. v, No. 8, August, 1930. 
*Observations on 380 cases of induction of labour. H. L. Shufflebotham. 


Maternal mortality. 

Oldfield believes that puerperal sepsis is due to infection of the 
placental site by organisms from a septic alimentary canal. The animal 
proteins contained in a meat and egg diet are the cause of the putrefaction 
in the bowel. The most important factor in the prophylaxis of puerperal 
sepsis concerns, therefore, the diet of the expectant mother. ‘Every 
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woman should, immediately pregnancy is diagnosed, be put upon a diet 
consisting exclusively of fresh milk or buttermilk or soured milk, 
vegetables, fruits, butter, cheese, toast, rusks, salads, oil, and honey.” 


Observations on 380 cases of induction of labour. 

Shufflebotham reports and analyses the 380 cases in which induction of 
labour was performed at the Birmingham Maternity Hospital during the 
years 1927 and 1928. By sending a questionnaire to the mothers she has 
been able to trace the subsequent histories of the babies. There appear 
to be several inaccuracies in the paper. The author begins by stating that 
induction of labour was performed 380 times during 1927 and 1928. These 
were made up as follows :— 


1. Cases of disproportion 


3. Cases of disproportion and toxemia - 11 
4. Cases of postmaturity 


Total number of primigravide - - - 306 
Total number of multigravide - - - 139 


(The figures in italics are ours.) 


There are thus 35 cases (380 minus 345) not accounted for. It is 
possible that in these the indications for the inductions were other than 
those named in the author’s four groups, but no reference is made to 
them in the paper. 

Labour was induced for disproportion 90 times in multigravide, yet, 
under ‘‘The disproportion cases” the following table appears : 


Number of cases showing previous instrumental 


deliveries or abnormal labours - - “- - 95 
Number of previous normal deliveries - - - 17 
Number of cases requiring forceps delivery follow- 


Thirty-six additional cases have appeared, perhaps to balance the 35 lost 
at the beginning of the paper! The author then gives two other tabies. 
The types of pelves in the disproportion group are classified as follows : 


Funnelsshaped - - - - - 3 


297 


126 
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And yet it was previously stated that labour was induced for disproportion 
in 232 cases! 
-The weeks at which the induction was done in this group of cases, 
i.e. for disproportion, were : 
34th to 36th week 36 
36th to 38th week - - Iq1 
38th to goth week - = 55 
232 
How many times, 297 or 232, was premature labour induced for dis- 
proportion? Later, another table appears, regarding the duration of 
labour in primiparze and in multiparee : 
In primiparee : under 16 hours 77 
over 16 hours 104 


In multiparee : under 8 hours 54 
over 8 hours 71 


The original figure of 380, previously reduced to 345, now undergoes a 


further reduction to 306! 

. The following conclusions are drawn: (1) The induction of premature 
labour for disproportion is gradually replacing Caesarean section. (2) The 
method of induction by the use of drugs is not very reliable, although it 
is as efficient in primigravide as it is in multigravidee. (3) The infant 
mortality rate is one per cent higher than the general infant mortality 
rate, while the still-birth rate is four per cent lower than the general 
still-birth rate. (4) More than 70 per cent of the premature babies attain to, 
or exceed, the development of full time babies. (5) Quoting Banister, the 
induction of labour is an attempt to produce what is rightly regarded 
as the highest aim of the obstetrician—a natural parturition. 

F.R. 


The Newcastle Medical Journal. 


Vol, x, No. 3, April, 1930. 
*Rhabdomyosarcoma of the uterus and vagina in an infant. J. Brumwell. 
Maternal mortality. G. E. Stephenson. 


Rhabdomyosarcoma of the uterus and vagina in an infant. 

Brumwell reports a case of rhabdomyosarcoma of the uterus which 
occurred in an infant girl aged one year and one month. The child was 
a twin, the other twin being a boy. On three occasions polypoid masses, 
which were growing from the cervix uteri, had been removed and had 
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recurred shortly after removal. After the third recurrence it was decided 
to treat the case by abdominal hysterectomy. This operation was accord- 
ingly carried out, with a satisfactory result. Six months later the 
child was again admitted to hospital with a recurrence in the vagina; 
this was removed, and at the same time radium was inserted into the 
vaginal wall at the site from which the recurrence had been removed. A 
further recurrence took place in the vagina three months after the insertion 
of the radium. This mass was removed and again radium was inserted 
into its base. Two months after the second treatment with radium the 
child was well. The report is illustrated with photographs and micro- 
photographs. 


The Canadian Medical Association Journal. 


Vol. xxiii, No. 2, August, 1930. 
*Maternal mortality as a public health problem. M. R. Bow. 


Vol. xxiii, No. 3, September, 1930. 
*Rirth traumatism as a factor in urinary infection. F. S. Patch. 
*A case of sarcoma botryoides corporis uteri. P. J. Kearns. 


Maternal mortality as a public health problem. 

In Canada, during 1926, 1,314 women died as the result of childbirth; 
their ages ranged from 15 to 50 years. The total number of deaths from 
all causes in the same year was 107,318. Tuberculosis was responsible 
for 27.2 per cent, cancer for 8.6 per cent, cardiac conditions for 8.1 per cent, 
pneumonia for 4.9 per cent and childbearing for 11.9 per cent. Reference 
to tables shows that the death-rate following labour in Denmark, France, 
the Netherlands, Norway, and Sweden is less than half that in Canada. 

Infant mortality has greatly decreased, and the normal expectation of 
human life has been greatly extended, but the maternal death-rate shows 
little improvement. In Holland, by great endeavour, the maternal mor- 
tality has been reduced to two per 1,000 whereas in Canada it is still 
about five per 1,000. In Huddersfield during 11 years the death-rate has 
been 1.8 per 1,000, This, it has been alleged, is due to special antenatal 
care. Tables are given showing the various conditions and the death-rate 
for each. Fuerperal sepsis headed the list, with albuminuria a good second, 
An extensive discussion on puerperal sepsis is given. The hope for the 
future, it is urged, lies in better obstetric training, better obstetric practice, 
and efficient prenatal and postnatal services. 


Birth traumatism as a factor in urinary infection. 

Parturition entails great trials on the part of women and frequently 
leads to serious disabilities. The relief of these disabilities forms the major 
part of gynecology. The urologist shares in this. A few cases fall between 
the two. Rectocceles and cystocceles, if uncomplicated, do not lead to 
urinary infection. Cystocceles, which are complicated by prolapse, have a 
great tendency to be followed by infection. It is useless to treat the infection 
if the gynecological conditions are overlooked, Much controversy still 
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exists regarding the manner of production of the cystoccele. The bladder 
is supported chiefly by the pubo-cervical or the utero-pubic fascia, which 
is composed of unstriped muscle. It is the cervical attachment of this 
fascia which usually gives way, allowing the bladder to prolapse, especially 
at its basal part, the anterior vaginal wall coming down with it. At the 
same time the cervix and, with it, the uterus descends, with a tendency to 
retro-displacement. As regards infection, the chief cause of its production 
is obstruction, or embarrassment of urinary drainage. The sagging of the 
bladder floor results in the formation of a pouch or an acquired divirti- 
culum, somewhat simulating that which occurs in prostatic enlargement. 
The size of this pouch is increased by the trigone of the bladder being held 
up. 


A case of sarcoma botryoides corporis uteri. 


The patient was a nulliparous woman aged 32 years. The history was 
one of metrorrhagia for 12 years. On admission she had a rounded mass 
in the lower abdomen which reached half way to the umbilicus. On 
bimanual examination the uterus was felt in an upright position. Its top 
was lost in a mass which was firm, nodular, mobile and the size of a four 
months’ pregnancy. Operation. Cceliotomy revealed a nodular peduncu- 
lated tumour, the size of a foetal head, growing from the fundus uteri 
and extending into the right broad ligament. The bladder was adherent. 
Sub-total hysterectomy with removal of the Fallopian tubes and ovaries was 
performed. Pathology. Macroscopically the uterus was large with a grape- 
like red mass growing from its fundus. On section the base was firm, grey 
in colour, with soft, red, grape-like masses at the upper part. Microscopically 
the uterine body and the cervix were normal. The growth was highly 
vascular and it had a mesodermic structure near the periphery, the central 
part resembling immature smooth muscle. The more cellular areas showed 
embryonic mesodermic cells rich in mitotic figures. Such tumours are rare 
in the body of the uterus; they usually occur in the cervix uteri. 


J. L. Cameron. 


The Medical Journal of Australia. 


Vol. 11, No. 1, July 5, 1930. 
Diathermy in puerperal Sepsis. (Current comment). 


Vol, 11, No. 2, July 12, 1930. 
*Autotransfusion in ruptured ectopic pregnancy. B. Dawson. 


Vol. 11, No, 3, July 19, 1930. 
*Kclampsia and the results of liver therapy. R. F. Matters. 
*Pregnancy within three months of the intrauterine application of radium. 
B. Dawson. 


. Vol. 11, No. 4, July 26, 1930. 
The surgery of access for the use of radium in the pelvis. LL. S. Kidd. 
The care of the premature baby. K. Campbell. 


Vol. 11, No. 5, August 2, 1930. 


Indications for the induction of abortion in pulmonary tuberculosis. E. 
W. Fairfax, 
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Indications for the induction of abortion in heart disease. H. -C. 
E. Donovan. 

Indications for the induction of abortion and premature labour in mental 
disorders. W. S. Dawson. 

Acute thyroiditis in the puerperium. A. M. Watkins: 

*The induction of abortion in visceral disease. (Leading article). 


Vol. 11, No. 7, August 16, 1930. 
Natural feeding. G. Springthorpe. 
The principles of artificial feeding. H. E. Kincaid. 
The feeding and the management of children after weaning and the bottle 
age. S. Ferguson. 
*The meaning of maternal mortality. M. C. De Garis. 


Vol. 11, No. 8, August 23, 1930. 
The principles of artificial feeding of the normal infant. H. B. Graham. 


Vol. 11, No. 9, August 30, 1930. 
The teaching of Obstetrics. J. B. Dawson. 


Autotransfusion in ruptured ectopic pregnancy. 

Two cases are cited and in both cases the tubal pregnancy was of the 
interstitial variety. Both patients were extremely blauched, the pulse-rate 
being 148, and the respiration-rates being 30 and 35 respectively. In both 
cases, after laparotomy, 15 ounces of unclotted blood from the peritoneal 
cavity, were transferred to citrate solution, and autotransfusion was pet- 
formed. The immediate improvement was striking in each patient. The 
advantages claimed for this method are the speed and simplicity of 
technique, the elimination of the necessity for blood grouping, the presence 
of the donor is unnecessary, the absence of reaction or of protein shock, and 
the special adaptability in the gravest type of case with very free blood 
extravasation. 


Eclampsia and the results of liver therapy. 

The author quotes Galloway’s statement that a large number of women 
develop anemia during pregnancy, and he mentions the possible correla- 
tion between the epigastic pain of eclampsia and that which is so frequently 
found in patients with pernicious anemia. He believes that the earlier 
association of eclampsia and anzemia, and the further relationship of an 
altered calcium function give rise to the possibility of a hormone 
dysfunction. It is on this assumption that the liver hormone is adminis- 
tered. He concludes that: (1) The cases treated gave results which were 
better than those usually obtained in eclampsia. (2) No fatal case 
occurred in the series. (3) Liver treatment might be given in antenatal 
conditions when indicated. (4) The intravenous administration of liver 
extract would offer great assistance in the treatment of a bad case of eclamp- 
sia, although nephritic conditions with cedema and high blood-pressure do 
not offer the same possibilities with liver treatment. (5) The immediate 
action of the treatment is probably via the depressor effect, but subsequently 
the result is due to the elimination of the cause of the toxemia. (6) The 
general treatment is that used at the Rotunda Hospital, Dublin, the 
administration of liver being the only difference, 
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Pregnancy within three months of the intrauterine application of radium. 

Dawson reports an interesting case of a married woman of 23 years, whom 
he attended for menorrhagia. She had had two previous abdominal 
operations, during which right salpingo-oiphorectomy, appendicectomy and 
shortening of the round ligaments had been performed. He treated the case 
by an intrauterine application of 20 mgr. of radium bromide for a period of 
28 hours. Amenorrhcea occurred throughout the next two months, but the 
patient had a normal menstrual period at the third month after treatment. 
From this time she experienced amenorrhcea, and it became quite clear that 
she was pregnant. She was eventually delivered of a perfectly healthy 
child. 


“THE INDUCTION OF ABORTION IN VISCERAL DISEASE. 
(This leading article is reprinted verbatim). 


When a medical man expresses to a patient an opinion on the neces- 
sity or otherwise of the induction of abortion, he assumes a grave legal 
and medical responsibility—legal because he must, if necessary, be 
prepared to defend the validity of his action, and medical because 
he is required to do his best for his patient. The State claims the 
right to protect its»subjects, actual and potential, born and unborn; 
although by virtue of their special knowledge and high standard 
of moral conduct the members cf the medical profession possess the 
privilege of deciding whether abortion should be induced in the interest 
of a mother’s health they are not relieved of complete responsibility for 
their actions, The rifeness of criminal abortion, performed by unqualified 
and immoral persons, should stimulate in us the determination never to 
recommend the induction of abortion unless the medical indications are 
unequivocal. The danger of attempts to make a medical man an innocent 
catspaw by unscrupulous people who desire the termination of pregnancy 
on social and not on medical grounds, and who exaggerate a woman’s ill 
condition in order to achieve their aim, has been emphasized by Professor 
W. S. Dawson in one of the three papers published in this issue. It is 
interesting to read that Professor Dawson believes that the indications for 
the induction of abortion in patients afflicted with disorders of the mind 
are rare, and he quotes the opinions of distinguished psychiatrists who hol¢ 
that mental disease seldom; if ever, justifies the artificial termination of 
pregnancy. With this sound and generally accepted view the opinion of 
‘another legal authority”? (whom Professor Dawson prefers not to name), 
that “the foetus is not yet an independent human being, and every woman, 
by virtue of the right over her own body, is entitled to decide whether it 
should become one,’ stands out in startling relief. 

When we consider, however, the relationship of pregnancy to morbid 
conditions of the lungs and the heart, we are confronted with a problem by 
no means so easy of solution. Dr. E. W. Fairfax and Dr. H. C. E. 
Donovan treating of the subject in connexion with pulmonary tuberculosis 
and cardiac disease respectively, manifest a less conservative attitude, 
thereby reflecting the opinions of their colleagues, who see in pregnancy 
a source of danger to the physical well-being of many women. That these 
diseases may be aggravated by parturition is a statement seldom called in 
question. The association of pregnancy and tuberculosis may so impair 
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a patient’s. nutrition, and lead to so rapid a decline in her health, as to 
jeopardize her chances of recovery. Even more serious in its consequences 
may be the influence of lactation. Likewise the risk of pregnancy and 
labour to the patient suffering from a cardiac lesion may be apparent. Dr. 
Fairfax and Dr. Donovan have been careful to limit the discussion of their 
difficult subjects to observations which are purely clinical. In contrast, the 
literature abounds in maxims of questionable soundness—doctrines of 
broad generalization which are no longer applicable in view of the 
advances made in clinical and pathological knowledge. It is man’s mis- 
fortune to be a slave to tradition and the manumission of medical men is 
by no means complete. Because medicine is still an inexact science the 
tyranny of authority holds sway. Dubois stated many years ago that a 
tuberculous woman might withstand one pregnancy well, a second badly, — 
but a third never. This ex cathedra utterance was supported by Osler, 
whose reputation as a physician was rivalled by few. Yet we know of no 
proof that the statement is correct. The advance of time has brought with 
it the realization that tuberculosis may, in certain instances, fail to terminate 
life, however severe the strain thrown on the body of the affected individual. 
Pregnancy, unremitting toil, social hardships, may fail to quench the light 
of life. Other victims of the disease, with all social and economic advan- 
tages at their command, may go rapidly to their graves. The resistance of 
the patient’s tissues and her personal courage are the deciding factors. Yet, 
broadly speaking, the problem of the treatment of tuberculosis is one of 
nutrition, social comfort and freedom from economic stress. Because preg- 
nancy may endanger the safeguards of recovery it becomes a potential 
danger. The physician called upon to give a decision on the proposal to 
terminate pregnancy needs sound judgment and knowledge of all the 
circumstances of the patient’s illness and position; he cannot afford to be 
influenced by shibboleths. Because physicians now make a more meticu- 
lous study of the individual needs of their patients, the number of inductions 
of premature labour in tuberculous women is becoming progressively fewer. 


Our conception of the influence of pregnancy and labour on cardiac 
lesions is undergoing a similar transformation. The newer cardiology of 
Mackenzie and Lewis is slowly but surely moulding our opinions. By 
concentration of our attention on the reserve power of the heart muscles, 
we are being led to assess lesions of the heart at their true worth. Mitral 
stenosis is no longer an invariable indication for the termination of 
pregnancy; nor is aortic regurgitation. The prognosis of these conditions 
is the prognosis of the cardiac reserve, and the induction of abortion is 
justified only when the storm and stress of labour promise to depreciate 
dangerously the power of the myocardial pump. Even then abortion should 
be performed only with proper appreciation of the risks of haemorrhage and 
sepsis, and after observation of the effects of rest in bed and the thera- 
peutic use of digitalis. In digitalis we have a powerful defence against 
cardiac decompensation. If, as is now believed, the greatest over-load on 
the heart occurs during labour, the earlier termination of the second stage 
under chloroform anzsthesia or Caesarean section, recommended so strongly 
by Dr. Donovan, should suffice in many cases to spare not only the heart 
ofthe mother but also the life of the child,” 
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The meaning of maternal mortality. 

The correlated maternal and infantile death-rates are clear proof of the 
prevalence of faulty childbearing. The neglect of the distinction between 
the clinical and the preventive aspects of the problem has led to the unjust 
and illogical attribution of all responsibility to the management, first of 
labour, then of pregnancy. The clinical aspect deals with difficulties 
actually present; clinicians can and do reduce the death-rate, but they 
cannot abolish it. Prevention depends on the discovery and correction of the 
causes underlying the occurrence of these difficulties. The parallel with 
the prevention and management of enteric fever serves to illustrate the 
argument. The most probable sources of difficulties with childbearing lie 
in conditions affecting the systemic health of the whole nation, and they 
may be found in a faulty diet, a faulty mode of life, general and focal sepsis, 
and housing. Childbearing is a most delicate test of the systemic health 
of a nation. 


C. D. Read. 


The American Journal of Obstetrics and Gynzcology. 


January, 1930. 

*Observations on the results obtained in the treatment of sterility. 
B. Anspach. 

*Fluctuations in blood sugar during eclampsia: report of additional 
cases. P. Titus, E. Willetts and H. Lightbody. 

*The acid-base equilibrium of the blood in the late toxeemias of pregnancy. 
H Stander, N. Eastman and E. Harrison. 

*Reversed gradients in the bowel of pregnant animals. W. Alvarez. 

*Fibrosarcoma arising in ovarian fibroma. H. Caylor and J Masson. 

*The tetanoid syndrome in Obstetrics. E. Hartley. 

*The prognosis of heart disease in pregnancy. W. Reid. 

*Postoperative changes in the libido following sterilization. J. Vruwink 
and P. Popenoe. 

The determination of the breeding record in couples with disturbed 
fertility. G. Moench. 

*The use of thymophysin' for weak pains in the first and second stages of 
labour. J. Jarcho. 

*The treatment of pelvic inflammatory disease. J. Priestley and F. Payne. 

*The value of mercurochrome as an antiseptic in Obstetrics. L. Baldwin. 

*Massive ovarian hemorrhage. F. Block. 

A report of four cases of unusual congenital defects. C. Lull. 

Report of a case of toxemia of pregnancy and accidental hemorrhage 
with autopsy findings. J. Kurzrock. 

Report of a case of an unusual ventral hernia following repeated 
Ceesarean sections. P. Oginz. ; 

A permanent record of the uterosalpingogram, A. Mathieu. 

A case of accessory clitoris. G. Williams. 

Amniotic trocar. L. Wilson. 

A device with fixed safety limits for the Rubin test, H. Jones, » 


4 


868 Journal of Obstetrics and Gynecology 


A new pelvimeter for the measurement of the bispinous diameter. 
S. Hanson. 


A simple and effective apparatus for the transfusion of citrated blood. 
W. Mengert. 


February, 1930. 

President’s address. Recent important advances in Obstetrics and 
Gynecology. G. Brown. 

The new physiology of menstruation and its practical implications in 
Obstetrics and Gynecology. R. Johnstone. 

*The time of ovulation in the menstrual cycle as checked by the recovery 
of ova from the Fallopian tubes. Q. Newell, E. Allen, J. Pratt and 
L. Bland. 

*Repair of complete perineal laceration. G. Royston. 

*The early diagnosis of acute intestinal obstruction. F. Douglass. 

The protective réle of the liver in abdominal surgery. C. Heyd. 

Transition to malignancy in benign lesions of the uterine mucosa. W. 
R. Cooke. 

*The surgical treatment of certain puerperal infections. J Baldwin. 

Anatomy of the female pelvis and perineum in relation to labour 

C. Hannah. 

The réle of the thyroid gland in differential development. E. Sloan. 

The teaching of postgraduate Gynecology. W. Dannreuther 

A critical study of 335 hysterectomies. J. Davis and P. Cusick. 

Non-malignant breast conditions, diagnosis and treatment. W. Bain- 

bridge. 

A rapid non-surgical procedure for aiding childbirth. N. Temesvary. 

Post-operative abdominal auscultation. J. King. 

Sarcoma of the vagina. S. Tracy. 

Metastasis of ovarian carcinoma. M. Tate. 

Rupture of the uterus, with report of 17 cases. J. Potter. 

Variation in length of labour. L. Calkins, J. Irvine and G. Horsley. 


March, 1930. 


*Foetal bacteremia; a contribution to the mechanism of intrauterine in- 
fection and to the pathogenesis of placentitis. A. Kobak. 

*The physiology of the uterus in labour. I, Rudolph and A. Ivy. 

*The early diagnosis of pregnancy, chorionepithelioma and hydatidiform 
mole by the Aschheim-Zondek test. S. Aschheim. 

*The serum proteins in the toxzemias of pregnancy. N. Eastman. 

*A comparative study of the anterior hypophysis in the pregnant and 
non-pregnant states. A. Bacon. 

Czecum mobile. A. Crotti. 

The treatment of fibroids. W. Danforth, R. Grier. 

Cistern puncture in the new-born. I,. Smith. 

*An analysis of operative results in 1,066 cases of salpingitis. A. Aldridge. 

*An analysis of Ceesarean sections performed in Los Angelos from 1923 to 
1928 inclusive. W. Thompson. 

Reproductive phenomena in the monkey, Macacus Rhesus, C. Hartman. 

Selected abstracts : Caesarean section, 
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April, 1930. 
Radiation and surgical treatment of carcinoma of the body of the uterus. 
W. Healy and M. Cutler. 
*Pregnancy and tuberculosis, H. Barnes and I,. Barnes. 
*Dry labour. With an analysis of a series of cases and a discussion of the 
treatment. C. Norris. 

The corpus luteum and the menstrual cycle together with the correlation 
between menstruation and implantation. C. Hartman. 

Carcinoma of the female genital tract in childhood. A. png 
*The technique of the detailed study of seminal cytology. . Moench. 
Shortening of the transverse diameter of the superior aa H. Thoms. 
*Sodium amytal in the treatment of the late toxeemias of pregnancy. J. 
Moore. 

A report of go cases of endocervicitis treated with a new type of actual 
cautery. H. Baker and G. Stanley Miles. 

Diathermy in Gynecology. G. Kolischer. 

Pregnancy in a biocornuate unicollis uterus with the child occupying 
both horns, J. Gill. 

Uterus bicornis unicollis with atresia and hematometra of one horn.. W. 

Grant and D. Rose. 
A case of status epilepticus following a normal labour. N. Kretzschmar. 
Climacteric bladder irritability. F. Lindenberg. 


May. 1930. 

*An analysis of 874 cervical Caesarean sections performed at the Chicago 
Lying-in Hospital. J. Greenhill. 

Observations and conclusions on plastic operations in Gynecology 
R. Hurd. 

*The end-results in ten cases of hydatidiform mole treated by curettage. 
M. Sturgis. 

A test of labour. J. Laferty. 

*Carcinoma of the cervix complicating pregnancy. X-ray therapy with 
the birth of a normal child. I, Kaplan. 

*Ergotismus gangrenosus. P. Oginz. 

A pro-peritoneal cyst (probably of traumatic origin) associated with a 
fibroma of the ovary. K. Martzloff. 

Ruptured uterus with living mother and baby. C. Steinke. 

Fcetal dystocia due to metastatic neuroblastoma of the liver. H. Hagstrom. 

Incarcerated retroversion associated with pregnancy. A. Jacoby. 

Report of a case of ruptured uterus following attempted version, with 
complete recovery of the mother and a living child. M. Goldberger. 

Dermatitis following packing with iodoform gauze. N. Sackett. 

Special article. A reminiscence of an episode in the history of the Sloane 
Hospital. B. Hirst. 

Symposium on maternal and fcetal mortality. 


June. 1930. 
*Ovarian deficiency as.a cause of sterility. D. Macomber. 
*Extra-peritoneal Czesarean section. K. Steele. 
*The Latzko extra-peritoneal Czesarean section. H. Burns. 
Studies on the papillary reactions of pregnant and non-pregnant women 
and their practical application to the diagnosis of pregnancy as a simple 
procedure. Z. Bercovitz. 
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*Modern aspects of backward displacement of the uterus. J. Cooke. 

*Hepatic extract treatment of toxzemias of pregnancy. J. Reycraft. 

*Post-operative collapse of the lung (atelectasis) in gynzecological cases. 
L,. Scheffey, H. Jones and L. Clerf. 

The sedimentation test in Gynaecology. R. Nystrom and E. Greisheimer. 

*A study of the very early decidua. R. T. Linde. 

*Mixed tumour of the body of the uterus. S. Wolfe. 

Tuberculosis of the cervix. E. Bishop. 

Erythroblastosis with congenital universal hydrops. W. Hueper and 
M. Mullen. 

Report of a case of triplets with papyraceous twins. F, Williams. 

Membranous cervicitis. A. Holman and A. Mathieu. 


A new cannula for performing the Rubin and lipiodol examination. 
G. Mombach. 

A modified speculum for the examination of the atrophic and constricted 
vagina after radiation. H. Rosh. 

A folding pessary. W. Findley. 


July, 1930. 
*The significance of anterior pituitary hormone in the blood of gynzeco- 
logical patients. C. Fluhmann. 


*Benign uterine bleeding : Wilfred Shaw’s groups. J. Meigs. 
Tubal strictures and their localization by means of uterotubal insufflation 
and the kymograph. I. Rubin. 
Reconstruction of the cervical ligaments following complete hysterectomy. 
W. Kennedy. 
*The occurrence of cancer of the uterine cervical stump after so rhe nae 
hysterectomy. I,. Branscomb. 
Anemia in pregnancy. A. First and L. Goldstein. 
Value of routine radiographic examinations of the new-born, based on 
a study of 702 consecutive babies. C. Davis and G. Stevens. 
Splenomegaly with hepatic cirrhosis (Banti’s syndrome) as a complica- 
tion of pregnancy, with a report of a case. H. Hesseltine. 
*Hemangioma of the pelvic connective tissue. R. Frank. 
*Menstrual periods induced in ovariectomized monkeys by cestrus- 
producing ovarian hormone. E. Allen and D. Baker. 


*Axial rotation of the pregnant uterus. D. Feiner and J. Kaldor. 
Trichomonas vaginalis. H. Furniss. 


Post-partum atresia of the vagina. A. Kanter and A. Klawans. 


A case of abdominal pregnancy with the diagnosis confirmed by utero- 
gram. G. Osborn. 


Ceesarean section and subsequent labour. 
Papilloma of the endometrium. W. Dafoe. 


The method of identifying new-born infants at the Boston Lying-in 
Hospital. F. Irving. 


A stethoscope for auscultating the foetal heart. M. Leff. 


R. Grogan. 


Observations on the results obtained in the treatment of sterility. 

Anspach has studied a series of 132 private patients who complained 
of sterility. Cases of sterility with co-existing gross pelvic lesions are 
excluded. Anspach has confined his investigations to private patients 
because he believes that the difficulties encountered in hospital patients 
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are insurmountable. He has divided his cases into three groups. There 
were 55 cases in group A. These were fully studied. In Group B there 
were 66 cases, and no investigation of the patient or of her husband was 
undertaken, other than a pelvic examination. Group C comprised eight 
cases in which absolute sterility of the husband was found. Therefore no 
further investigations were made. 

The author considers that a woman who is living in a physiologically 
normal marital state and who fails to conceive within a: year of marriage 
may be regarded as potentially barren. The procedure in the examination 
of such a woman, in addition to taking the usual menstrual history and 
making the usual pelvic examination, must include: (1) A search for the 
indications of endocrine disorders as exhibited by bedy form, and secondary 
sexual characteristics, an estimation of the basal metabolism and blood 
examinations, X-ray examination of the pituitary body, the sugar tolerance 
tests, the tests for female sex hormones and an examination of the visual 
fields. (2) Evidence of constitutional states promoting sterility such as over- 
weight, psychasthenia, tuberculosis and anceinia, which may affect both 
man and wife; and (3) A search for evidence of previously acquired in- 
fections ; whether venereal or otherwise. 

Of the special tests Anspach attaches importance to an examination of 
the vaginal fluid within one hour of insemination. The mobility, 
number, and the morphology of the spermatozoa are of considerable 
importance. The number of rows of spermatozoa seen at the edge of the 
film apparently attempting to force their way out affords important 
evidence as to the potency of the fluid (Macomber). This arrangement of 
the spermatozoa has been termed “‘banking.’”? The Rubin test is very 
valuable, but a single negative result is not of much value. With regard 
to treatment, the author advises a vitamin A diet together with the 
administration of calcium lactate. Anspach admits that the value of 
endocrine substances has been disputed, but, as he has nothing better to 
offer, he advises the administration of ovarian substance when the periods 
are scanty and of anterior pituitary extract when the patient is obese. If 
the basal metabolic rate is low, thyreoid substance is given. If it is high, 
the thyreoid gland is radiated. Stimulation of the ovary by small doses 
of X-rays failed in the only case in which it was tried. 

The most fertile period is during the week following menstruation, and 
an alkaline douch immediately before coitus is said to be of value. 
Cervicitis must be treated, and dilatation of the cervix and the use of a 
stem pessary are advised. Myomectomy is useful. No pregnancies followed 
salpingostomy. A comparison of the two series shows nearly as many 
full-time children in B (23 per cent), as in A (27.5 per cent). The author 
is prepared to agree that pro-conceptional advice is just as important as 
any operation. 


Fluctuations in blood sugar during eclampsia: report of additional cases. 

This paper is one of a series of studies of the toxzemias of pregnancy which 
are being conducted by the John Oliver Memorial Research Foundation. 
Paul Titus and his co-workers present seven additional blood-sugar curves 
in eclamptic cases which confirm their earlier contention that there are 
wide fluctuations in the bloed-sugar readings during the fit. They have 
now studied 19 cases, and have demonstrated that it is characteristic for 
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the convulsions to be preceded by sharp falls in blood sugar. Further 
work has shown that this relative hypoglycaemia is due to a sudden cyto- 
glycophenia of the red blood cells. They still consider that the intravenous 
administration of dextrose is the specific treatment for eclampsia and for 
pre-eclampsia, and that insulin is contra-indicated. 


The treatment of pelvic inflammatory disease. 

From a study of 278 patients treated surgically Priestley and Payne have 
found that pain is relieved in y6 per cent of the cases. Menopausal 
symptoms followed radical operation in 69 per cent of the cases. If one 
or both ovaries and, if possible, the uterus were conserved, the menopausal 
symptoms fell to 25 per cent, and even in these cases the symptoms 
developed more slowly and they were not so severe. A second operation 


for cystic degeneration of a conserved ovary was necessary in 2.1 per cent 
of cases. 


The value of mercurochrome as an antiseptic in Obstetrics. 


Baldwin finds that mercurochrome did not reduce the maternal mor- 
bidity to any marked degree. 


Massive ovarian hemorrhage. 
Block reports an instance of a ruptured follicle which caused profuse 
intraperitoneal hemorrhage. He has reviewed the literature since 


Phaneuf’s collective review in 1924, and he gives a full list of references to 
the cases which he has discovered. 


The tetanoid syndrome in Obstetrics. 

Hartley has formed the opinion, which he supports by the record of 
eight cases, that the cramp-like pains in the legs, the insomnia and the 
cedema of pregnancy are due to a calcium deficiency producing a tetanoid 
state in the patient. The treatment is to improve the calcium metabolism. 


The prognosis of heart disease in pregnancy. 

Reid has observed the difference in opinion which exists as to the 
mortality of cardiac disease complicated by pregnancy, and, in this article, 
he reviews some of the literature, to which he adds additional statistics. 
He concludes that the average mortality is between 5 per cent and to per 
cent, and that undue pessimism in prognosis is not justified. 


Postoperative changes in the libido following sterilization. 


The figures submitted show that the removal of the Fallopian tubes 
produces no change other than sterility. 


The use of thymophysin for weak pains in the first and second stages of labour. 

Thymophysin is a combination of extracts of the thymus gland and 
the pituitary gland. Reports from various European clinics state that thymo- 
physin is useful in slow labour. Julius Jarcho has tried the preparation in 
18 cases, and finds that in doses of 0.5 to 1 c.c. it not only hastens delivery 
but promotes the expulsion of the placenta. The drug does not appear 
to injure either the mother or the child. 


ak 
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The acid-base equilibrium of the blood in the late toxemias of pregnancy. 

This paper by Stander, Eastman and. Harrison is based upon the 
electrolytic studies of the total blood serum in which the hydrogen ion 
concentration of the organic acids was determined electrometrically. By 
these means eclamptic patients have been shown to have a true acidosis 
which is to be regarded only as the result of the fits, although it may be 
severe enough to cause death. Hence anesthesia, which also causes 
acidosis, is contraindicated. The high foetal mortality may be the result 
of the acidosis. Insulin therapy is definitely of help in relieving the 
acidosis of eclampsia, but the intravenous administration of sodium bi- 
carbonate is also indicated. 


Reversed gradients in the bowel of pregnant animals. 

When, many years ago, one of the authors (Alvarez) first conceived the 
gradient theory of peristalsis it promptly occurred to him that much of the 
nausea, vomiting, and heartburn of pregnancy might be due to a reversal 
of one or more of the intestinal gradients. The present paper is the record 
of some animal experiments which, the authors believe lend support to 
their theory. 


Fibrosarcoma arising in ovarian fibroma. 

This is a report of two cases of fibrosarcoma which originated in ovarian 
fibromata. By comparison with two previously recorded cases the authors 
think that such tumours are less malignant that the common sarcomata 
of young persons. 


The time of ovulation in the menstrua! cycle as checked by the recovery of the ova 
from the Fallopian tubes. 

The authors have obtained five ova from the Fallopian tubes in a 
series of go routine laparotomies. These ova were obtained, in cases in 
which the clinical symptoms indicated hysterectomy or salpingectomy, by 
washing out the excised Fallopian tubes with normal saline and collecting 
the washings in a series of watch-glasses. In cases in which tubal excision 
was not indicated the authors clamped the supravaginal cervix -with a 
special clamp, and then injected normal saline by means of a hypodermic 
syringe into the cavity of the uterus. The fluid which escaped through the 
abdominal ostia was collected in watch-glasses. 

By the method of tube washing in situ one ovum was found. The other 
four ova were obtained from tubal washing after hysterectomy. The 
authors’ observations confirm the opinion that ovulation takes place about 
the fourteenth day of the menstrual cycle, although it is admitted that 
intercourse might induce ovulation at other times. Apparently the ovum 
will have completely degenerated after the twenty-first day of the menstrual 
cycle so as to be incapable of undergoing fertilization. It is probable that 
fertilization takes place between the twelfth and the fourteenth day of the 
menstrual cycle, but the observation loses much of its clinical value owing 
to the length of time that spermatozoa can remain alive in the genital 
tract. 


Repair of complete perineal laceration. 
Royston suggests the following measures to prevent complete laceration 
of the perineum during labour: (1) Labour should be allowed, as far as 
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possible, to take its normal course. (2) The pelvic floor should be ironed 
out with liquid soap prior to delivery. (3) The sphincter ani muscle should 
be stretched before delivery in cases of suspected disproportion. (4) 
Episiotomy should be performed. 

As curative measures he advises pre-operative enemata and laxatives 
for two days prior to operation. Ali cicatricial tissue must be excised. 
There should be no tension along the suture lines, and lateral dissection 
of the para-rectal tissues is a great assistance. No sutures should enter the 
rectal lumen, and no knots should be allowed in contact with the rectal 
wall. He advises the use of No. 0 or No. 1 continuous catgut sutures. In 
secondary repairs the sphincter muscle should be stretched prior to 
denudation and the ends sutured with the fewest possible number of 
interrupted sutures.. All trauma by forceps and tight sutures must be 
avoided. Only absorbable sutures are to be used. The post-operative diet 
should be liquid, without milk. Opium should be given to relieve pain 
and to reduce peristalsis. The perineal wound should be left untouched, 
preferably without a vulval pad. Dry heat from an electric-light bulb or 
ice is useful for the relief of the pain. A retention catheter is recommended. 
No enemata are given, but the bowels should be made to act by means of 


liquid paratiin and magnesia, between the tenth and the fifteenth day after 
operation. 


The early diagnosis of acute intestinal obstruction. 

Douglass writes in support of X-ray examination as a valuable aid in 
the diagnosis of intestinal obstruction, as sugyested by the case which 
he reports, There is normally no gas in the small intestine. In acute 
obstruction of the small intestine a herring-bone appearance may be 
observed by X-rays. This is due to the intestinal distention which causes 
the folds of Kerkring to stand out, giving the intestinal loop a feathery 
or slashed appearance. In other cases a ladder-like arrangement of the 
shadows of the coils of the bowel may be seen; this is pathognomonic of 
obstruction. Douglass thinks that the presence of a distended loop or 
two of the small bowel, or the presence of the clinical signs, is sufficient 
to make a diagnosis of early acute obstruction without waiting for the 
herring-bone or the ladder patterns. 


The surgical treatment of certain puerperal infections. 

Baldwin advocates laparotomy combined with vaginal drainage for all 
severe cases of puerperal fever. The operation must be “‘as radical as may 
be necessary to remove infected tissue.” 


The early diagnosis of pregnancy, chorionepithelioma and hydatidiform mole by the 

Aschheim-Zondek test. 

Aschheiin’s object in this paper is to describe his test in detail so that 
anyone can carry it out. The test is based upon the presence of a hormone, 
derived from the anterior lobe of the pituitary gland, in the urine of preg- 
nant women, The presence of the substance is demonstrated by the 
changes in the ovaries of immature rats following the subcutaneous 
injection of 0.25 c.c. of a pregnant woman’s urine. The first change 
caused by the hypophyseal hormone is growth of follicles and their 
rupture. Then, there occur hemorrhages into the enlarged follicles ; and, 
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finally, atretic corpora lutea are formed by luteinization of immature 
follicles. 

Five infantile mice weighing about seven grammes are used for each 
test. Not the least important reason for using a number of mice is that 
ii is difficult to distinguish male mice from female mice. The mice receive 
six subcutaneous inections of the suspected urine, which is not sterilized. 
Three injections are given on the first day and three more on the second 
day. The single doses are 0.2 c.c. for mouse No. 1; 0.25 c.c. for mouse 
No. 2; 0.3 c.c. for mice Nos. 3 and 4 and 0.4 c.c. for mouse No. 5. One 
hundred hours later the mice are killed by coal gas and the ovaries are 
exposed. The ovaries of the infantile mouse are about the size of a pin’s 
head and of a pale greyish pink colour. After injection with pregnant 
urine the ovaries treble their size, become red in colour and are marked 
by yellowish projections corresponding to corpora lutea; or cyanotic pro- 
trusions due to hemorrhage into the follicles or corpora lutea may be seen. 
The uterus is often swollen and vascular. As a rule naked-eye examina- 
tion of the ovaries is sufficient for a positive diagnosis, but, if necessary, 
serial sections of the ovaries can be cut. The test has an accuracy of 98 
per cent. The urine of a patient with a hydatidiform mole gives a very 
strongly positive reaction. 

It is interesting to notice that the test is positive only so long as there 
is living foetal tissue. Therefore it is only positive in cases of ectopic 
gestation, and in cases of abortion for a short time after the death of the 
embryo. 


Feetal bacteremia; a contribution to the mechanism of intrauterine infection and to 
the pathogenesis of placentitis. 

Kobak has made 374 blood cultures from the umbilical cord, and nine 
per cent were positive. He has shown that the infant may have a positive 
blood culture without any untoward effects. The infection is frequently 
an ascending one, but it may come from the maternal blood stream. The 
organisms in the amniotic fluid break through the damaged amniotic 
epithelium and through the superficial fcetal vessels in the placenta and 
thus enter the foetal circulation. 


The physiology of the uterus in labour. 

Rudolph and Ivy undertook a series of experiments upon animals, in 
the hope of throwing light upon the problem of uterine inertia. The paper 
does not lend itself to abstraction. 


The serum proteins in the toxemias of pregnancy. 

Eastman, from a study of the serum proteins, concludes that in preg- 
nancy there is a decrease in the total protein associated with a very slight 
relative increase in the globulin in normal pregnancy, which is much 
increased in the toxic cases. He does not think that these alterations have 
any causative réle in the production of eclampsia. 


A comparative study of the anterior hypophysis in the pregnant and non-pregnant 
States. 
With an increase in the output of anterior hypophysis hormone it might 
be assumed that in pregnancy the gland would contain an increased amount 
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: of this hormone. Bacon finds, however, that the hypophyses of pregnant | 
women are poorer in hormone than those of non-pregnant women. He 


explains this finding by the supposition that the hormone is also produced 
by the decidua. 


An analysis of operative results in 1,066 cases of salpingitis. 

From a statistical study of these cases, Alridge concludes that active 
infections should not be operated upon. The sedimentation test should 
be used for all cases as a guide to the activity of the infection. Long 


periods of palliative treatment should be given to patients with pelvic 
infection before operation is undertaken. 


An analysis of Cesarean sections performed in Los Angelos from 1923 to 1928, 
inclusive. 


This is an analysis of 1,322 cases of Caesarean section, 1,060 classical 
operations and 262 low operations which were performed in 12 Los Angelos 
Hospitals. The mortality was 4.2 per cent. 


Dry labour. With an analysis of a series of cases and a discussion of the treatment. 
Charles Norris, from a study of 196 cases and the literature upon the 


subject, is not able to throw much light upon the cause or treatment of 
dry labour. 


The technique of the detailed study of seminal cytology. 

This is a technical account of the staining, counting and morphological 
characteristics of spermatozoa which will be of interest to those engaged 
in this kind of work, but which cannot be abstracted. 


Sodium amytal in the treatment of the late toxemias of pregnancy. 
In support of the good results published recently (American Journal of 
Obstetrics, September, 1929), Moore records four cases of severe toxeemia 


in which sodium amytal was given with good results and no apparent 
harm. 


Radiation and surgical treatment of carcinoma of the body of the uterus. 

This article is an analysis of 100 cases of carcinoma of the fundus uteri. 
They are grouped into five classes, papillary adenoma malignum, adenoma 
malignum, adenocarcinoma, anaplastic carcinoma and adeno-canthoma. The 
patients were variously treated by operation, by radium and by combined 
operation and radiation. Each of the histological types is considered 
separately, and there is much tabular information. It appears that in the 
cases of papillary adenoma malignum 98 per cent of the patients were cured, 
in those of adenoma malignum 65 per cent, and in those of adenocarcinoma 
18 per cent. Anaplastic carcinoma showed 50 per cent of cures by radia- 
tion combined with hysterectomy. No results are given for the adeno- 
canthoma class. 


Of the 56 cases of all classes treated by radium alone the cure-rate was 
65 per cent, compared with 60 per cent at Stockholm. The authors are of 
opinion that the decision between radiation and operation in operable cases 
must, for the present, depend upon the circumstances of individual cases: 
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Pregnancy and tuberculosis. E 

The discussion, whether pregnancy is beneficial or harmful in tubercu- 
losis, and whether the pregnancy should be interrupted or not, has 
gone on for years and still continues. The present article is based upon 
a questionnaire sent to 500 sanitoria, lying-in hospitals, and obstetricians. 
The replies show that 79 per cent of the early cases, 65 per cent of the 
moderately advanced cases, and 28 per cent of the advanced cases improved 
during pregnancy. About half the patients were living, at varying 
intervals, after labour. From these and other statistics the authors con- 
clude that a woman with active tuberculosis should avoid pregnancy ; that 
pregnancy has a harmful effect only in a small percentage of patients, and 
that abortion, being unnecessary, is rarely beneficial to tuberculous women 
About 81 per cent of the tuberculous women who became pregnant, and 
who went to term, bore normal children. 


An analysis of 874 cervical Cesarean sections performed at the Chicago Lying-in 

Hospital. 

In this paper information is given by Greenhill concerning 1,059 cases 
of Ceesarean section of all types, which were performed at the Chicago 
Lying-In Hospital from July 1st, 1915, to July 1st, 1929. Since there were 
51,323 deliveries at this hospital the incidence of abdominal delivery for 
the last 14 years was 2.06 per cent, or one Ceesarean section for every 
48.5 cases. The maternal mortality for the 874 cervical operations was 1.26 
per cent. If the 21 Porro operations, which were performed after laparo- 
trachelotomy, are added the death-rate is 1.23 per cent. For the 147 
classical Caesarean sections the mortality was 5.76 per cent, and this is 
reduced to 4.27 per cent if the 17 Porro operations, which were done after 
a classical Ceesarean section, are added. All of the figures quoted in this 
paper are gross figures. None of the statistics were corrected. The follow- 
ing information, is based only upon the 874 cervical operation. 

The chief indications for the laparotrachelotomies were cephalopelvic 
disproportion 42.1 per cent, previous Cesarean section with trial labour 
11.3 per cent, previous Czesarean section without trial labour 6.5 per cent, 
toxeemia without convulsions 9.7 per cent, eclampsia 1.8 per cent, placenta 
previa 4.8 per cent, abrupto placentze 3.2 per cent, dystocia dystrophia 
syndrome 4.9 per cent, a number of previous still-births 4.2 per cent, and 
cardiac disease 3.3 per cent, Only 50 per cent of the patients were in labour 
at the time of the operation, and, of these, 38.1 per cent had labour pains 
between one and 25 hours, 9.3 per cent had pains between 25 and 50 hours, 
and 2.6 per cent had been in labour from two to four days. In 21.4 per 
cent of these cases the membranes had ruptured before the Cesarean section 
was performed, and the interval between the rupture of the membranes and 
the time of operation varied from one hour to eight days. Ether was the 
anesthetic employed in 35.8 per cent of the cases, novocaine alone in 55.1 
per cent, novocaine with ether or gas in 6.1 per cent and ethylene in 2.6 
per cent, and nitrous oxide in 0.4 per cent. During the past year 92 per 
cent of all Caesarean sections were performed under local anzesthesia, 
Sterilization by means of operations on the Fallopian tubes was performed 
in 9.6 per cent of all the cases. If the Porro operations are included, the 
incidence of sterilization was 11.7 per cent. 

The causes of death in the 11 fatal cases were as follows : peritonitis 
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three, pneumonia (after ether) two, sepsis one, gangrenous appendicitis 
one, pulmonary embolism one, ante-partum eclampsia one, post-partum 
eclampsia one, and tuberculous meningitis one. 


The maternal mortality, classified according to the indications for the 
operation, was as follows: cephalopelvic disproportion 0.8 per cent, 
repeated laparotrachelotomy 1.6 per cent, toxemia without convulsions 
1.2 per cent, eclampsia 6.3 per cent, placenta praevia no deaths, abruptio 
placentze 7.1 per cent, cardiac disease 3.4 per cent, and tuberculous 
meningitis 100 per cent. Fever after operation was present in 43.4 per 
cent of the cases. The main causes of pyrexia in the 196 cases in which 
the etiology was known were: infected wounds 6.1 per cent, pyelitis and 
cystitis 4.8 per cent, bronchitis 2.1 per cent, pneumonia 1.3 per cent, 


la grippe 1.0 per cent, endometritis 0.9 per cent, and lochiometra 0.9 per 
cent. 


In 46.7 per cent of the cases the patients left the hospital within 14 


days after the operation, and in 84.6 per cent they went home within 18 
days. 


The foetal mortality, classified according to the indications for the 
operation, was as follows: cephalopelvic disproportion 3.3 per cent, 
repeated laparotrachelotomy no deaths, toxzemia without convulsions 7.5 
per cent, eclampsia no deaths, placenta praevia 23.8 per cent, abruptio 
placentze 35.7 per cent, and psychosis too per cent. The chief causes of 
deaths among the infants were as follows: dead before operation 22.5 per 
cent, prematurity 25 per cent, atelectasis 20 per cent, monsters ro per cent, 
and congenital heart disease 5 per cent. 


Among the 21 patients who had the Porro operation there were no 
maternal deaths, and two foetal deaths (9.5 per cent). 


The end-results in ten cases of hydatidiform mole treated by curettage. 

Margaret Sturgess, [rom observations on ten cases of hydatidiform mole, 
has formed the opinion that careful curettage in experienced hands is a 
safe, as well as a conservative, method of treatment for hydatidiform mole, 
especially in the young woman who still desires a family. Five patients 
out of this series of ten have had one vr more normal pregnancies since 
the curettage. Three others are well and still retain their child-bearing 
functions. 


Carcinoma of the cervix complicating pregnancy. 
of a normal child. 

A multipara of 33 was found to have epithelioma of the cervix when 
three months pregnant. She refused to have the pregnancy terminated, 
and she was therefore treated by X-rays. She had three doses of high 
voltage, 50 per cent of a skin erythema dose to the anterior surface of the 
pelvis and 25 per cent to the posterior surface of the pelvis. She was lost 
sight of but she was delivered at term, at another hospital, of a normal 
child which died before delivery. Twenty days after labour she was given 
a 4.300 milligram-hour dose of radium (screen not mentioned) against the 
cervix. Two days later she was given a 2,880 milligram-hour dose 
of radium in the cervical canal. She was well six months later. 


X-ray therapy with the birth 
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Ergotismus gangrenosus. 


The case here reported was caused by the administration of ergotamine 
tartrate (gynergen) for the treatment of puerperal sepsis. The patient was 
given 45 ampules of 0.coo5 mg. during a period of four days together with 
six fluid drams of liquid ergot. She developed signs of arterial occlusion 
in the legs and in the arms, and amputation was suggested. The ergot was 
discontinued and improvement began at once. The patient was fortunate 
to lose only one or two tces. The author has found the records of a case 
in which gynergen was used after a goitre operation, and caused noises in 
the ears, loss of the papillary, the patella and the tendon reflexes, all of 
which symptoms disappeared when the drug was discontinued. 


Ovarian deficiency as a cause of sterility. 

The problem which Macomber presents in this paper is one which is 
much discussed. His views may, however, be summarized by saying that 
ovarian deficiency means a failure of reproduction due to failure of 
ovulation. It can be caused by anything which seriously impairs the 
ovarian circulation and, hence, leads to passive congestion by the formation 
of cystic ovaries, and by constitutional and emotional factors which react 
upon ovarian function. In such conditions as toxic goitre or diabetes 
sterility may be incidental, but in other conditions it is only an indication 
of disturbed function. Treatment is largely symptomatic. 


Extra-peritoneal Czsarean section. 

In six years there have been 22,776 deliveries at the New York Lying-in 
Hospital. Extraperitoneal Cesarean section by the Latzko method has 
been performed 59 times, giving an incidence of one in 386 cases. The 
average weight of the infants was eight pounds. The average duration of 
labour was 29 hours, and the membranes had been ruptured for 22 hours. 
The average number of vaginal examinations was estimated at five. The 
last two factors leave no doubt concerning the probability of infection. 
Many critics of this procedure have stated that the accidental opening of 
the peritoneal cavity too frequently defeats the object of the operation. 
In the author’s case it occurred in 10 of the 59 cases, but in each instance 
before the uterine cavity was opened. The peritoneal opening was closed 
immediately and in no case did peritonitis subsequently develop. The 
danger of injury to the bladder has been pointed out, and it occurred in 
six cases in this series. The maternal mortality was 8.47 per cent, and the 
infant mortality was 10.17 per cent. One mother died of peritonitis, two 
from shock and hemorrhage, and two from pulmonary embolus. 


The Latzko extra-peritoneal Cesarean section. 

The object of this paper is to discuss the Latzko extraperitoneal 
Cesarean section from the point of view of indications, advantages, and 
technique. The operation is indicated in suspect or infected cases. Its 
advantages are that the infected uterine contents cannot enter the 
peritoneal cavity and there is, therefore, no trauma to the bowel by packs 
and swabs, and, therefore, no post-operative adhesions. The incision is 
made in the passive lower uterine segment and, therefore, healing is better. 
There is less danger of the cervical scar rupturing during a subsequent 
labour. Fewer Czesarean sections need to be performed because the patient 
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can be given. a trial labour with impunity. The objections to the 
operation are the ease with which the peritoneum is opened, and the danger 
of injuring the ureters and the bladder. It is, furthermore, difficult, and’ 
takes longer than the classical operation. The technique is given in detail 
together with line drawings of the steps of the operation. 


Modern aspects of backward displacement of the uterus. 

Hurst believes that the retrodisplacement uterine pessary is useful as 
a therapeutic test. Conservative measures should be employed in the 
management of cases of retroversion until definite indications warrant 
operation, when associated lesions will, of course, be treated. 


Hepatic extract treatment of toxemias of pregnancy. 

Raycraft has employed heparmone in the treatment of 50 cases of toxic 
pregnancy, with good results. He considers that the extract is a valuable 
addition to our armamentarium in the treatment of the toxeemias of 
pregnancy, particularly in those cases in which there is not much albumin- 


uria. It should be used in conjunction with sedatives and the liberal 
administration of glucose. 


Post-operative collapse of the lung (atelectasis) in gynecological cases. 

The authors are satisfied that the actual cause of this condition is the 
obstruction of a bronchus by the secretion of mucus. They report three 
cases. Two followed gas-oxygen anzesthesia, while the type of anesthetic 
is not recorded in the third case. Two of the patients were apparently 
cured by aspiration of mucus through a bronchoscope. The third patient 
was treated by frequent changes of position with good results. The 
complication is to be avoided by the encouragement of deep breathing and 
the abandonment of constricting bandages around the chest and upper 
abdomen after operations. Hyper-ventilation of the lungs by the use of 
carbon dioxide and oxygen is a useful prophylactic measure. 


A study of the very early decidua. 


The author’s study shows that there is no essential difference between 
the early decidua in pregnancy of 10 to 14 days’ duration, and the pre- 
menstrual decidua. There is no evidence to show that the presence of 
a fertilized ovum, embedded in the endometrium, causes any changes in 
the stroma or glands of the decidua during the first two weeks of gestation, 
except in the immediate vicinity of the ovum. In the present state of 


knowledge a diagnosis of very early pregnancy cannot be made, unless 
cells of the trophoblast can be seen. 


Mixed tumour of the body of the uterus. 

Wolf reports an instance of this rare growth which occurred in a woman 
of 55 years of age, who complained of an abdominal mass and a bloody 
vaginal discharge. The mass was removed by supravaginal hysterectomy. 
The result is not recorded. The bulk of the tumour consisted of spindle- 
celled sarcoma intermingled with myxomatous, osteoid and cartilaginous 
tissue. Glandular tissue of endometrial type was present in the tumour, 
and non-striped muscle was found, 
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The significance of anterior pituitary hormone in the blood of gynecological patients, 

The recent investigations which have been carried out on the female 
sex hormones have been directed along three main lines of inquiry, the 
hormone from the anterior lobe of the pituitary gland, the ovarian follicu- 
lar hormone, and the corpus luteum hormone. Fluhmann seeks in this 
article not only to correlate these hormones, but to estimate their clinical 
significance. The development of the Zondek-Aschheim test for the 
presence of the anterior pituitary hormone has led to an important 
biological reaction for the diagnosis of pregnancy. Fluhmann has 
previously described the technique of his blood test for this hormone. It 
consists of the injection of serum into immature female mice. Anterior 
pituitary reaction No. 1 (ovulation reaction) is recognized by the presence 
of normal ripening follicles in the ovaries. Anterior pituitary reaction 
No. 2 is shown by hemorrhagic areas in the ovary due to congestion. 
Anterior pituitary reaction No. 3 (luteinization reaction) is recognized by 
the presence of lutein tissue in the ovary. The present report deals with 
the results obtained from the examination of 319 patients of whom 36 were 
controls, with apparently normal menstruation. The 36 normal controls 
were tested at all stages of the menstrual cycle with negative results. The 
test was also negative in women under 40 years of age who were suffering 
from such diseases as carcinoma of the cervix, myomata, and pelvic 
inflammation. In patients with hypo-ovarian conditions the test was also 
negative. On the other hand, it was positive during pregnancy when the 
anterior pituitary reactions Nos. 2 and 3 were characteristic. It was also 
positive after the removal of the ovaries and after the menopause. 
Positive reactions were also found in the early stages of the menopause 
when irregular and profuse hemorrhages were occurring. 


Benign uterine bleeding: Wilfred Shaw’s groups. 
Meigs writes in support of Shaw’s grouping of cases of irregular 
uterine bleeding, and reports clinical cases to illustrate the groups. 


The occurence of cancer of the uterine cervical stump after supravaginal hysterectomy. 

The author, during a period of two weeks, observed six cases of car- 
cinoma of the cervix after subtotal hysterectomy, and on reviewing a 
series of 1,804 cases of cervical carcinoma he found that 46 belonged to 
this category. The practical lessons to be drawn from this study are, 
first, that carcinoma of the cervix must be excluded before a supravaginal 
hysterectomy can be undertaken ; and secondly, that patients who have had 
this operation should be kept under observation, and warned as to the 
danger of discharge or bleeding. 


Hemangioma of the pelvic connective tissue. 

The unique case recorded by Frank cons‘sted of an enormous sub- 
peritoneal cavernous hemangioma which filled the pelvis. In 1920 the 
patient, aged 29, had had a fleshy tumour the size of a grape-fruit removed 
from the left broad ligament. It consisted of a mass of immature 
connective tissue with numerous interlacing capillary spaces. In 1926, 
after six years of good health, she came to hospital complaining of an 
abdominal mass. On opening the abdomen the whole pelvis was found to 
be blocked with what appeared to be cysts filled with bright blood. After 
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tearing and puncturing the cysts the whole pelvis was cleared. The 
structure was the same as had been noted at the first operation, but on 
this occasion it was recognized to be a hemangioma. In 1928 recurrence 
took place, but on opening the abdomen again the mass was found to be 
inoperable. The abdomen was closed, and a short time later she was given 
a 19,250 mg. hour dose of radium in the vagina and on the abdomen, In 
the two years which have elapsed she has remained in good health, and 
the mass in the pelvis is now hard and firm. 


Menstrual periods induced in ovariectomized monkeys by the cestrus-producing 
ovarian hormone. 
Allen and Baker gave two ovariectomized adult monkeys 24 days’ con- 

tinuous treatment with the cestrus-producing ovarian hormone. The sub- 

stance was administered by gelatin pessaries inserted into the vagina, twice 
daily. The total dose exceeded 1,160 rat units per animal, Maximum 
colouring of the sexual skin was induced. A latent period of six days 
followed the cessation of the administration of the hormone. The menses 
began in both monkeys on the sixth day after the last dose. The duration 
of the menses was nine days in one animal and seven days in the other, 
which is nearly twice the usual period. The menstrual flow was more 
profuse than is usual in normal monkeys, or during the experimental 
menses previously induced by hormone injections in ovariectomized 
monkeys. During the administration of the hormone it was possible to 
recover some of the active material excreted in the urine.. The authors 
think that the administration of the hormone in gelatin pessaries by the 
vaginal route is more effective than the subcutaneous injections of water 
preparations, and should prove less objectionable to patients. 


Axial rotation of the pregnant uterus. 
Feiner reports the following case :—- The patient, aged 38, was admitted 
to hospital in labour with the membranes intact and the child lying trans- 
versely. External version failed. Cresarean section was decided upon. 
On opening the abdomen the uterus was found to be rotated to the left 
through 160 degrees. The right appendages were on the left side and the 
left appendages were out of sight. There were enormously dilated vessels 
in the lower uterine segment. The child was delivered through an 
incision in the posterior uterine wall. After delivery the empty uterus 
was easily rotated back into its normal position, and at this time it was 
noticed that the dilated veins collapsed and assumed a normal appearance. 
W. W. King. 


Surgery, Gynecology and Obstetrics. 


Vol. li, No. 2, August, 1930. 
*Obstetrical analgesia: a further study based on more than twenty 
thousand cases. James T. Gwathmey. 
A useful semi-anzsthesia from luminal. Willard Bartlett and Willard 
Bartlett, Jnr. 
*Hernia of the ovary and Fallopian tube: a record of twenty-five cases. 
Cecil P, G. Wakeley. 
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Vol. li, No. 3, September, 1930. 

*Primary and secondary ovarian cancer: a histogenetic, morphological 

and clinical study. M. R. Robinson. 

*A bacteriological study of the value of mercurochrome as a vaginal anti- 
septic with particular reference to its use in obstetrical cases. H. W. 
Mayes and Silka Ullian. 

Tribromethyl alcohol (avertin) anesthesia. Charles S. White and 
Joseph Kreiselman. 

Operative measures in the treatment of affections of the lumbrosacral and 
sacroiliac articulation. Willis C. Campbell. 


Vol. li, No. 4, October, 1930. 

*The calcium partition in pregnancy, parturition, and the tuxzemias. 
A. Cantarow, Thaddues L. Montgomery, and W. W. Bolton. 

*The Ascheim-Zondek reaction for pregnancy; results in 100 cases. H. C. 
Mack. 

*Vaginal hysterectomy under local anzesthesia. George Gellhorn. 

The technique of total hysterectomy. Bethel Solomons. 

*Sarcoma of the cervix. Louis E. Phaneuf. 

*The control of morbidity and mortality following pelvic surgery; a 
review of 1,000 consecutive personal cases. 

Trichomonas vaginitis; a common cause of leucorrhcea. Sophia J. 
Kleegman. 

The therapy of puerperal infection. C. Jeff Miller. 


Obstetrical analgesia: a further study based on more than twenty thousand cases. 

In this article Gwathmey describes his method of producing obstetrical 
analgesia and he outlines the results of his method in more than 20,000 
cases at the Lying-in Hospital, New York, at the New York Nursery and 
Child’s Hospital, at the Manhattan Maternity Hospital, New York, and at 
the Cincinnati General Hospital, Ohio, together with the private cases of 
some doctors. The standard technique involves: (1) Three intramuscular 
injections of magnesium sulphate, each injection consisting of two cubic- 
centimetres of a 50 per cent soiution of magnesium sulphate. (2) A single 
injection of morphine sulphate, gr. 4%, which is given with the first 
injection of magnesium sulphate. (3) The rectal instillation of a solution 
which contains : 


Quinine alkaloid 

Alcohol 

Fetrolatum liquid, or olive oil, ad. 


In, prolonged labour this routine has, in many cases, been repeated 
twice and occasionally three times without detriment either to the mother 
or to the child. 

The author claims excellent results from his method, stating that 
the maternal morbidity is decreased, that neither the mother nor the child 
suffers any ill effects, and that post-partum fatigue is diminished. In 
cases of Caesarean section the ideal procedure, it is stated, is to reverse the 
sequence, giving the rectal instillation an hour before the operation and 
the hypodermic injection of morphia 20 minutes before the operation, 
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The conclusions at which Gwathmey arrives are: (1) Inasmuch as 
obstetrical analgesia never reaches full surgical anaesthesia, and was 
employed by the inexperienced during the period of its development, there 
is no good reason why it should not continue to be used by them as well 
as by the expert obstetrician. (2) If mistakes are made, no harm can 
result either to the mother or to the child. (3) Increased success will 
come with experience. Those who take the trouble to explain to the 
patient, and thus secure her co-operation, will obtain better results than 
those who administer drugs in a mechanical manner. 


Hernia of the ovary and Fallopian tube: a record of twenty-five cases. 

Wakeley has collected 25 cases of hernia of the ovary and Fallopian 
tube. In 22 cases the hernize were of the inguinal variety, and in the 
other three they were of the femoral variety. The ovary and the Fallopian 
tube were both present in the sac in all the cases of inguinal hernia, but 
the Fallopian tube accompanied the ovary into the peritoneal sac in only 
one of the cases of femoral hernia. The majority of the cases occurred in 
girls under one year of age. The treatment should always be operative, 
the ovary and the Fallopian tube being returned to the abdomen and the 
hernial sac being excised, except when torsion or strangulation have 
occurred, in which cases salpingo-odphorectomy should be performed. 


Primary and secondary ovarian cancer: a histogenetic, morphological and clinical 
study. 
In an amply illustrated article Robinson, of New York, gives his 

views on granulosa celled carcinoma ovarii, on papillary carcinoma ovarii, 
and on secondary carcinoma ovarii. He produces evidence to show that 
both granulosa celled carcinoma of the ovary and papillary carcinoma of 
the ovary arise from the epithelial elements which constitute part of the 
fully formed sex gland, and not from hypothetical embryonal rests. He 
argues that the two forms of carcinoma are not different but they are, 
in reality, different phases of a single type of growth. 

The author obtains confirmation of the morphological truth, enunciated 
by Rokitansky in 1855, that the epithelium forming this rare type of 
primary ovarian cancer is of the granulosa variety. The morphological facts 
set out in Robinson’s study show that the structural origin of this type of 
cancer is the granulosa of the already formed follicles. He discounts the 
histogenetic hypothesis that the granulosa hyperplasia begins in the rete 
ovarii, or in medullary rays, or in other embryonic rudiments. He shows 
that these assumed embryonic rests do not usually exist in the adult 
human ovary. The presence of easily recognizable ovules in the round 
and oval spaces which are present in granulosa celled carcinoma establishes 
their morphological significance. The fact that in many of these spaces no 
trace of ovules is found does not warrant the use of such terms as 
liquefaction,” ‘‘ regression,’’ nor even ‘‘ reversion to type.”’ 

The author is in agreement with those authorities who deny the possi- 
bility of post-natal follicular proliferation, but he disagrees with those 
who deny that the follicular epithelium is possessed of metaplastic and 
hyperplastic potentialities. The granulosa epithelium, with its 1ich pro- 
liferative endowments, can, like any other type of epithelium, become the 
site of benign or of malignant tumours, The outstanding morphological 
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differences between granulosa celled carcinoma and other forms of carcinoma 
are: (1) The uniformity of the proliferating epithelium, particularly 
during the early stages of the neoplastic development. (2) The absence of 
mitosis. (3) The absence of infiltrative and destructive tendencies. (4) 
The spread of the tumour by continuity and extension and not by way 
of the lymphatic stream, nor by the way of the blood stream. The power 
of the proliferating epithelium to augment the function of the still active 
endometrium or to reawaken its functions, after it has been dormant for 
some time, by virtue of an increase of the ovarian hormone content of the 
blood is confirmative evidence of the origin of granulosa celled carcinoma. 
In one of the author’s cases endometrial hyperplasia was found in a patient 
aged 54 who had passed the menopause seven years previously. This 
hyperplasia was associated with uterine haemorrhage. 

In discussing papillary carcinoma of the ovary, Robinson states that 
he believes, with Marchand, that the epithelium of the follicles is the 
genetic source of these tumours, as it is in the case of granulosa celled 
carcinoma. The traditional teaching that the surface papilla are continua- 
tions of intracystic growths is not supported by his findings, which show 
their respective independent development from the outer and the inner 
layers of the epithelium covering and lining the cyst walls. The participa- 
tion of the covering and the lining of the Fallopian tubes and the uterus, 
in the benign and malignant papillary forms in the ovary, demonstrates 
the common genetic soil of all these epithelial centres. The finding of 
apparently benign epithelial cells adjacent to definitely malignant cells in 
papillary adenocarcinomata indicates, first, that the cancer cells are 
evolved from cells which were previously, as regards their microscopical 
appearance, normal; and secondly, that the seemingly sudden transition 
is, in reality, gradual, although it is not, at present, possible to detect, 
with the ordinary means employed, the finer intermediary stages which 
lead up to the morphological indication of malignancy. 

Robinson holds strongly to the view that secondary ovarian carcinoma 
arises by spread via the lymphatic stream. He discounts spread by 
continuity, by contiguity, and by implantation. During its early stages 
sceondary ovarian carcinoma does not influence the ovarian function, but 
later on, as the disease progresses, it has a tendency to suppress it 
progressively. 


A bacteriological study of the value of mercurochrome as a vaginal antiseptic with 
particular reference to its use in obstetric cases. 

The authors claim to have reduced the puerperal morbidity in their 
clinic, by nearly 60 per cent, by the use of their mercurochrome technique. 
A comparative study of the bacterial flora of the birth canal, with and 
without the use of mercurochrome as a vaginal antiseptic, shows that the 
number of positive cultures from the vagina is reduced from 44 per cent 
to 4 per cent, from the cervix 16 per cent to 4 per cent, and from the 
membranes 32 per cent to 6.4 per cent. Positive cultures were obtained in 
26 patients, and in only one instance was there a positive vaginal and 
cervical culture in the same patient. More positive cultures were obtained 
in primiparee than in multiparae. Of 30 cultures taken from 11 patients, 
upon whom only vaginal examinations were made, one was positive. 
Patients upon whom vaginal examinations and rectal examinations were 
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made showed the highest incidence of positive cultures. The number ot 
pathogenic organisms in the vaginal cultures increases with the duration 
of labour. The latter factor does not influence the cultures from the 
cervix nor those from the membranes. After rupture of the membranes 
the number of positive vaginal cultures increased, the increase being 
proportional to the duration of labour, up to 18 hours; but in 36 cases, in 
which the duration of iabour was more than 18 hours, only one positive 
culture was obtained from the vagina, and only two positive cultures were 
obtained from the cervix. 

If mercurochrome was instilled into the vagina at the time of delivery, 
18.18 per cent of the cases were found to have pathogenic organisms in 
the vaginal cultures, while in 52 cases, in which mercurochrome had been 
in the vagina for a period of iess than three hours, no pathogenic organ- 
isms were found. The number of positive vaginal cultures in the 
operative deliveries was more than twice as great as the number of 
positive vaginal cultures in the spontaneous deliveries, but there were 
fewer positive cervical cultures in the operative than in the spontaneous 
deliveries. In a control series of 25 cases, in which no mercurochrome was 
used, seven times as many positive vaginal cultures were obtained, four 
times as many positive cervical cultures, and five times as many positive 
cultures from the membranes. The percentage morbidity among these 
patients was three times as great as the percentage morbidity in the clinic 
for the year 1928. 

Nine cultures, taken from the interior of the uterus at Cvesarean 
section, were all negative. The authors conclude that these results un- 
doubtedly prove that mercurochrome reduces the bacterial content of the 
birth canal during labour, and that, although the membranes are rup 
tured and labour is prolonged, if the mercurochrome is used regularly and 


properly, the number of pathogenic organisms in the cervix and in the 
membranes does not increase. 


The calcium partition in pregnancy, parturition, and the. toxemias. 

It has been observed that the calcium content of the blood diminishes 
in the later months of pregancy. The authors’ determinations of the 
total serum calcium are in agreement with these findings. They have 
found, however, that in addition to this decrease in the total serum calcium 
there is a noticeable deviation from the normal distribution of the various 
forms of calcium, and that this deviation extends not only into late 
pregnancy but becomes more marked in the early stage of labour. The 
majority of the determinations of the total serum calcium made during 
pregnancy and the first stage of labour lies within the lower limits of the 
normal. In only one patient was the serum calcium below 8 mgr. per 
100 ¢.c. (7.2 mgr. during the first stage of labour). In a few cases, in 
which specimens were collected in the second stage of labour, the trend 
was towards a higher value for the serum calcium. The diffusible calcium 
appears to increase slightly as pregnancy progresses, reaching a maximum 
during the first stage of labour. This increase is shown better by a con- 
sideration of the number of individual cases with figures above the upper 
limit of normal variation than by a study of the average values. The 
nou-diffusible calcium decreases rather strikingly during pregnancy, 
reaching a minimum in the first stage of labour. This diminution is 
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demonstrated both by the average figures for each group and bythe 
relative number of determinations above, below, and within the normal 
limits of variation. 

The alteration in the partition of calcium, which occurs during preg- 
nancy and labour, may be shown more clearly by considering the ratio of 
the diffusible to the non-diffusible fraction. The average results are of 
little significance in a small group of cases. An analysis of the individual 
cases bears out, however, the striking alterations in the ratio of diffusible 
calcium to non-diffusible calcium. During the course of pregnancy and 
during the first stage of labour there occurs a gradual and definite increase 
in this ratio, which reaches a maximuin during labour. The decrease in 
the ratio which apparently occurs in the second stage of labour is of 
questionable import in view of the fact that there were only three patients, 
who were studied, in the latter group of cases. 

The significance of the disturbance of calcium balance cannot be 
stated. It is interesting to notice that in a previous study the authors 
found that there was a constant increase in the ratio of diffusible calcium 
to non-diffusible calcium in bronchial asthma and allied disorders and in 
some patients with pulmonary tuberculosis. The partition of calcium 
in these disorders of an atopic nature is identical with that found in the 
present study of patients in the first stage of labour. 

The observations in the toxzemic complications of. pregnancy are of 
particular interest. ‘There were seven patients in this group; one with 
eclampsia; five with pre-eclamptic toxemia; and one with moderate 
hyperthyreoidism. With one exception, all were in the late months of 
pregnancy, and the findings were almost identical in all the cases. The 
serum calcium in six of the seven cases was above normal, exceeding 12 
mgr. per 100 c.c. in five cases. This is in rather marked contradistinction 
to the calcium level in the later months of normal pregnancy. The 
diffusible calcium was within normal limits in five of the patients. In 
the others it was just below normal limits (4.45 and 4.46). The non- 
diffusible calcium was increased in all cases and, as a result, the ratio of 
the diffusible calcium to the non-diffusible calcium was sharply diminished 
in each instance. This diminution is in contrast to the increase in this 
ratio which appears characteristic of the same period (the later months) of 
normal pregnancy. 

The constancy of this finding may be of fundamental importance. Its 
significance can only be conjectured. The observations in these toxeemic 
patients would suggest the presence of a state of diminished cell permea- 
bility, a condition which might well be associated with the marked dis- 
turbance of function which occurs in various organs in the toxeemias of 
pregnancy. 

The authors conclude that : (1) During the course of normal pregnancy 
and early labour there is a gradual diminution in the total serum calcium, 
a slight increase in the diffusible calcium, and a marked decrease in the non- 
diffusible calcium. (2) The ratio of the diffusible calcium to the non- 
diffusible calcium increases steadily during pregnancy, reaching a maxi- 
mum in the first stage of labour. This disturbance is identical with that 
present in bronchial asthma and allied disorders. (3) The toxaemias of 
pregnancy are characterized by a marked decrease in the ratio of the 
diffusible calcium to the non-diffusible fraction. This finding suggests a 
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condition of diminished cell permeability with associated disturbance ot 
functions in these disorders. 


The Aschheim.Zondek reaction for pregnancy: results in 100 cases. 

The author records the results of the Ascheim-Zondek reaction in 100 
cases. His technique and the results accord closely with those obtained 
by other workers in various parts of the world. In a footnote he says that 
since his article was accepted for publication the reaction has been done 
in 159 additional cases, making a total of 259 cases. The accuracy for the 
whole series was 98.8 per cent. 


Vaginal hysterectomy under local anesthesia. 

In recording his own experience, in 82 cases, Gellhorn makes a plea 
for a more extended use of the operation of vaginal hysterectomy under 
local anzesthesia. There are two components in the anesthesia: (1) the 
preliminary administration of analgesic drugs, such as morphia and 
hyosine; (2) the infiltration of the parametria with a solution of normal 
saline which contains 0.5 per cent of novocain and three drops of 
adrenalin to the ounce. He claims that, when performed under local anzes- 
thesia, vaginal hysterectomy loses the character of a major operation, and, 
in his hands, the procedure is almost bloodless. In 54 cases the entire 
operation was carried out without the slightest sense of discomfort on the 
part of the patient, representing a percentage of 64.6. In 26 cases, or 31 
per cent, a small quantity of ether had to be administered in addition to 
the local anzesthetic. 

The most common indication for the operation in Gellhorn’s series of 
cases was prolapsus uteri: for this condition he performed it 18 times. It - 
was indicated in 13 cases of cancer of the cervix; in 11 cases of fibro- 
myomata uteri, and in seven cases of carcinoma of the uterine body. 
Other indications were retroflexion of the uterus with descent and sub- 
involution (five cases), retroflexion with cystocoele and rectocoele (seven 
cases), tetroflexion with climacteric bleeding (one case), fixed retroflexion 
with fibrosis uteri (one case), climateric bleeding (six cases). 

The author describes his technique, which differs -but little from the 
classical method. Of the 82 patients upon whom the operation was per- 
formed, three died. In the first of the fatal cases the operation was 
performed for prolapsus uteri; the patient died from parotitis seven days 
after operation. In the second the indication for the operation was 
carcinoma of the body of the uterus; this patient died from anuria two 
days later. The third fatality was a case of carcinoma of the cervix; the 
patient died four days later, and it was subsequently found that both 
ureters had been tied. 

Gellhorn recommends vaginal hysterectomy under local: anzesthesia as 
au alternative to dilatation and curettage of the uterus in most cases ot 
post-climacteric haemorrhage. He considers, however, that it is a difficult 
operation and should not be undertaken by beginners, nor by those who 
are not highly skilled in pelvic surgery. 


Sarcoma of the cervix. 


The patient was a nulliparous woman aged 36 years. The history was 
one of six months daily vaginal haemorrhage. Treatment with radium 
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stopped the bleeding and caused the ulceration, which the growth haa 
undergone, to heal, but it had no other effect upon the growth. For this 
reason radical hysterectomy was performed some four weeks after the 
application of the radium. Metastases were found in one of the ovaries. 
The pathological report stated that the tumour was a fibrosarcoma of the 
cervix uteri. The patient died five months after operation from secondary 
deposits in the brain. 


The control of morbidity and mortality following pelvic surgery; a review of 1,000 
consecutive personal cases. 

In a series of 1,000 consecutive gynecological operation cases, the 
author found that there were complications during convalescence in 79; 
this represents a morbidity of 7.9 per cent; 19 patients died; the mortality 
was, therefore, 1.9 per cent. The post-operative transfusion of blood 
should, he says, never be necessary except in cases of ectopic pregnancy, 
secondary haemorrhage or sepsis. Pre-operative cystoscopy and tests for 
renal function will eliminate many useless pelvic operations. Severe 
anemia, pyorrhcea, respiratory affections, a compromised myocardium, 
arterial hypertension, and impaired metabolism are indications for post- 
poning operation in elective cases; spinal anzesthesia may reduce the 
risks in emergency cases. Radiation and diathermy are dangerous in the 
presence of active infection or of necrobiosis. Meticulous peritonealization 
and burying of all suture knots minimizes the likelihood of post-operative 
intestinal obstruction. The incidence of pulmonary complications can be 
lessened by the invariable employment of a skilled anzesthetist. Correct- 
ing indicanuria and obstinate constipation before operation will eliminate 
pyelitis. Persuading the patient to practice active motion of the 
extremities throughout convalescence is a good insurance against thrombo- 
phlebitis and embolism. Pronounced tachycardia, developing during the 
first half hour of anzesthesia, is an indication to terminate the operation as 
soon as possible. Unpreventable surgical shock will develop occasionally 


in profoundly septic patients. Patients with a high metabolic rate should 
not be subjected to radiation. 


Journal of the American Medical Association. 


Vol. 95, No. 4, July 26, 1930. 
Subacute bacterial endocarditis complicated by pregnancy. J. L.. Kobacker. 


Vol. 95, No. 5, August 2, 1930. 
*The use of a modified Drinker respirator in the treatment of asphyxia 
neonatorum. D. P. Murphy and J. A. Coyne. 
*Extraperitoneal pelvic conditions in women. L. Brady. 


Vol. 95, No. 6, August 9, 1930. 


*The intrauterine transmission of typhoid fever. E, S. Wing and D. V. 
Troppoli. 


Vol. 95, No. 7, August 16, 1930. 
Studies of female genital hypoplasia. S. R. Meaker. 


*Pregnancy and parkinsonism. P. B. Bland and L. Goldstein. 
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Vol. 95, No. 9, August 30, 1930. 
Antisepsis during labour. (Current comment). 


Vol. 95, No. 10, September 6, 1930. 
Ambruster, Rushby, and ergot. (Special article). 
The Ambruster ergot situation. (Editorial). 


Vol. 95, No. 12, September 20, 1930. 
*Pelvic irradiation in the childbearing woman. P. Findlay. 


Vol. 95, No. 13, September 27, 1930. 
*Prophylaxis of puerperal sepsis. H. A. Miller, D. B. Martinez, and M. E. 
Hodgdon. 
Vol. 95, No. 14, October 4, 1930. 


*Results of various operations for prolapse of the uterus. V. S. Councellor 
and L. J. Stacey. 


Vol. 95, No. 15, October 11, 1930. 
Pregnancy and labour complicated by granuloma inguinale. L. A. Wilson. 
Sarcoma of the ovary in a child eight years old. P. Jaisohn. 
Air conditioning for premature infants. (Editorial). 
The bacteria responsible for puerperal sepsis. (Current comment). 


The use of a modified Drinker respirator in the treatment of asphyxia neonatorum. 

The authors describe an ingenious modification of the Drinker respirator 
which they apply to the treatment of asphyxia neonatorum. The infant 
after clearance of the nasopharynx, is placed in a metal box: or respirator 
with its head protruding from one end through a snugly fitting collar. 
When the respirator is closed the body is in a relatively air-tight container, 
with the head exposed to room air. By means of an electrically driven 
air pump and valve arrangement changes of air pressure are induced within 
the respirator: thus moderate degrees of accurately measured negative 
pressure are made to alternate rhythmically with atmospheric pressure. 
When negative pressure is applied air at atmospheric pressure enters the 
respirator through the mouth, the nose, and the trachea. It is drawn into 
the lungs and the chest exands. When _the negative pressure within the 
respirator returns to normal the elastic recoil of the chest produces 
respiration. 

The authors have treated by this method, infants in whom the usual 
attempts at artificial respiration had failed. Most of them began to breathe 
within a few minutes, but one infant breathed after having been in the 
respirator for one hour. Of the five infants three died, with signs 
suggestive of cerebral haemorrhage due to birth trauma; the remaining 
two survived. 


Extraperitoneal pelvic conditions in women. 

The author quotes five cases of different extraperitoneal pelvic con- 
ditions, which are, respectively, (a) post-puerperal broad ligament abscess ; 
(b) ectopic pelvic kidney; (c) urachal myoma; (d) extraperitoneal cyst ; 
(e) extraperitoneal tuberculous abscéss. He makes a plea for the careful 
consideration of these conditions by all interested in pelvic surgery. No 
new condition is described and no new method of treatment is. indicated. 
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The intrauterine transmission of typhoid fever. 

The authors cite the interesting case of a married woman who, at the 
twentieth week of pregnancy, developed typhoid fever with typical clinical 
and serological findings. Eight weeks later, after having completely 
recovered, she was delivered of a living child weighing four pounds. 
The child was immediately removed from the mother, and the Widal 
test was done on the blood from the umbilical cord. This was positive 
for the bacillus typhosus in a dilution of 1 in 4o. A culture from the child’s 
stools demonstrated the presence of the bacillus typhosus, but repeated 
cultures of the urine were negative. The stool culture became negative 
later, but the Widal reaction remained positive. Cultures of the mother’s 
breast milk were repeatedly negative, although the Widal reaction was 
positive in defatted samples of milk. 

A search of the literature has revealed a number of reported cases of 
the intrauterine transmission of typhoid fever, but no case in which a 
mother convalescing from typhoid fever gave birth to a convalescing baby 
with a positive Widal reaction and bacillus typhosus in its stools. 


Pregnancy and parkinsonism. 

After a fairly exhaustive review of the literature, in which the receiat 
work of Roques was quoted, the author describes a case in which a 
patient who, three years previously, had suffered with acute encephalitis 
lethargica was admitted to hospital in labour and died eight days after 
legarthgica. She was admitted to hospital in labour and died eight days 
after the delivery of a healthy child. 

From his review of the literature, and from his own limited observations, 
he concludes, with Roques, that (a) women suffering from chronic encepha- 
litis are not rendered sterile thereby; (b) the incidence of abortion is not 
increased; (c) pregnant women are not susceptible to acute encephalitic 
infection ; (d) clinically, the disease pursues about the same course in the 
pregnant as it does in the non-pregnant woman, although the mortality is 
somewhat increased ; (e) pregnancy may aggravate the latent symptoms of 
encephalitis in patients who have previously been victims of the disease ; (f) 
women becoming infected with acute encephalitis during pregnancy are 
especially prone to develop parkinsonism as a sequel, the incidence being 
from 75 to 80 per cent., In non-pregnant women the incidence does not 
exceed 25 per cent; (g) chronic encephalitis does not influence pregnancy 
with its culmination in labour adversely, save in a small percentage of 
cases ; (h) the evidence shows that pregnancy has a decidedly unfavourable 
effect on parkinsonism; (i) while it is possible for infection to be imparted 
to the unborn child, transmission of the disease to the foetus seems to be 
exceedingly rare. 


Pelvic irradiation in the childbearing woman. 

The author believes that therapeutic pelvic irradiation before conception 
has no known effect on the development of the future offspring, but he 
considers therapeutic irradiation after conception to be fraught with grave 
danger to the growing foetus. He does not believe that diagnostic irradia- 
tion will produce ill effects on the growing ovum. He even goes so far as 
to state that a diagnostic curettage of the uterus should precede pelvic 
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irradiation in order to exclude the possibility of pregnancy or carcinoma. 
(This, surely, is a slur on the clinical judgment of the average American 
gynecologist and radiologist.) The author considers radiation, as a means 
of producing abortion, to be uncertain, but he states that the younger the 
foetus the greater is the injury inflicted. He discusses the dosage required 
to produce temporary sterilization without the production of permanent 
amenorrheea, and he suggests that the initial dose should not exceed 300 
milligramme hours. He prefers surgery to irradiation in the treatment 
of uterine fibromyomata occurring during the childbearing period. 


Prophylaxis of puerperal sepsis. 

The authors consider in detail the question of cervical infection during 
pregnancy, and its relation to puerperal sepsis. They submit that 80 per 
cent of multiparous women and 1o per cent of primiparous women show 
definite evidence, during pregnancy, of a cervical erosion. In a bacterio- 
logical examination made from swabs of 175 erosions they found that 10.25 
per cent were positive for streptococci, and 3.66 per cent of these streptococci 
were of the haemolytic strain. They therefore regard their findings of 
importance to puerperal sepsis by auto-infection. They began by cauteriz- 
ing all post-puerperal erosions, but now they cauterize all moderate erosions 
during the first half of pregnancy, and this procedure not only causes 
healing of the cervix, but withstands the test of later bacteriological 
examination. In a series of 2,000 cauterizations during pregnancy, only 
once did abortion occur, and in no case was there any difficulty during 
labour nor sepsis during the puerperium. 


Results of various operations for prolapse of the uterus. 

The results are obtained from the cases treated by the staff of the 
Mayo Clinic. The series consisted of 980 patients treated surgically for 
uterine prolapse. Of this series replies to questionnaires were received 
from §19. There were sixteen deaths—a mortality of 1.62 per cent. 
Satisfactory results occurred in 95.97 per cent of the entire series. Five 
types of operation were employed. The modified Gilliam technique of intra- 
peritoneal shortening of the round ligaments comprised one group, and 
various other types of intraperitoneal shortening of the round ligaments, 
combined with vaginal plastic operations, comprised the second group of 
operations used for patients in the childbearing period. For patients who 
had passed the menopause, Mayo’s vaginal hysterectomy, the Watkins- 
Wertheim interposition operation, and Kocher’s abdominal fixation were 
employed. 

From the results it is shown that the Gilliam operation, combined with 
vaginal plastic procedures, is the operation of choice among all types of 
intraperitoneal shortening of the round ligaments, when other pelvic 
operations are not indicated. Good results were obtained in 88.57 per cent 
of the cases in which the Gilliam technique was used. 

Kocher’s fixation operation is reserved for patients who are past the 
menopause and who constitute poor surgical risks, and for those who had 
previously undergone hysterectomy, with prolapse of the cervical stump. 
Good results were obtained in 94.87 per cent of the cases in which it 
was used. 


If the uterus is of normal size and there is a mild degree of prolapse 
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with a large cystocoele in a patient who has passed the menopause, the 
interposition operation is employed. Good results were obtained in 96.61 
per cent of the cases in which this operation was used. 

When the prolapse is of marked degree and is associated with a 
large cystocoele in a patient who has passed the menopause, Mayo’s 
vaginal hysterectomy is the operation of choice. It was employed in 81 
per cent of the cases of prolapse in patients past the menopause, with 
satisfactory results in 97.22 per cent of cases. 


C. D. Read. 


Johns Hopkins Hospital Bulletin. 


Vol. xlvi, No. 2, February, 1930. 
Ocular lesions in foetal syphilis. J. S. Friedenwald. 


Vol. xlvi, No. 3, March, 1930. 

*A phytopharmacological study of eclampsia. D. I. Macht and J. R. Losee. 

*A phytopharmacological study of puerperal bloods. D. I. Macht and H. 
Leach. 

*Observations on the menopause. III. Sensitiveness of women at the 

menopause to epinephrine. W. K. Myers and J. T. King, Jr. 


A phytopharmacological study of eclampsia. 

One of the authors (Macht), for a number of years, has been carrying on 
general pharmocological studies on the comparative reactions of animal and 
plant protoplasm to various drugs and poisons. Such studies soon made 
it evident that living plant tissues, or living plant protoplasm, may react 
very differently to certain drugs, toxins, or chemicals from the way in 
which living animal tissue, or living animal protoplasm, reacts to the 
same substances. Frequently a drug of plant origin is found to be more 
poisonous for animals than for plants and, vice versa, toxins of animal orgin 
are found to be very much more poisonous for living plant protoplasm than 
for living animal protoplasm. Such studies of the effects of drugs and 
poisons on living plant tissues have been carried out by Macht on the 
growth of roots and stems of various seedlings, on the germination of 
seeds, and on the transpiration of water through the stomata of leaves. To 
the new field of pharmacology thus developed the term phytopharmacology 
has been applied. The most useful method for quantitative phytopharmaco- 
logical studies was found to be the study of the growth of the straight, 
well-defined roots of the seedlings of Lupinus albus, a European plant 
belonging to the lupine or bean family. By such methods, Macht and Lubin 
have been able to demonstrate the presence of a toxin in the blood, saliva, 
milk, sweat, tears and other secretions of menstruating women. 

In 1923 Macht had an opportunity of securing a specimen of blood serum 
from a case of severe eclampsia. This specimen was tested, by the usual 
methods, on plant growth and was found to be absolutely non-toxic, that 
is, it gave the same reaction as normal blood serum, This suggested the 
desirability of a further investigation of eclamptic blood, in order to 
determine whether the new phytopharmacological methods would reveal 
the presence of a toxin in this grave disease, which has for many years been 
regarded as a toxeemia, 
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The authors, therefore, undertook this investigation and here record the 
results in 30 cases of eclampsia and the related toxamias of pregnancy. 
The phytopharmacological examination of the blood sera in these cases 
failed to reveal any toxic effect on the growth of seedlings of Lupinus albus. 
This finding is clearly against the toxzemic conception of eclampsia. 

The authors admit that their finding does not exclude the possibility of 
other abnormal products of metabolism, which are not poisonous for plant 
protoplasm, being present in the blood. 


A phytopharmacological study of puerperal bloods. 

A series of 196 post-puerperal blood sera, obtained six weeks after 
delivery, were examined by phytopharmacological methods, and compared 
with various normal and certain pathological controls. It was found that 
the phytotoxic index of post-puerperal sera was, in general, higher than 
that of normal human female blood serum. This relatively non-toxic 
reaction of post-puerperal sera, however, becomes very much more toxic 
on standing in the refrigerator, and such an increase in toxicity cannot be 
ascribed to ordinary putrefactive changes, thus pointing to some special 
difference in the biochemical composition of puerperal blood, as compared 
with normal blood. Certain slight differences in readings after male births, 
as compared with those obtained after female births, have also been noticed 
and described. 


Observations on the menopause. 
epinephrine. 

The authors record the results of a series of experiments conducted on 
24 patients at the menopause. Adrenalin was injected subcutaneously, 
and the effects upon the blood-pressure, the pulse-rate and subjective 
symptoms were observed. Ten healthy women between the ages of 20 
and 30 years were used in a series of control experiments. The conclusions 
are: (1) The menopause brings about, in certain women, a disturbance 
which causes them to give a positive reaction to adrenalin. This is thought 
to suggest that a hypersensitivity of the sympathetic nervous system may 
exist in a considerable propcrtion of women who suffer from the symptoms 
of the menopause. (2) The distressing symptoms of the menopause may 
be the consequence of an increased irritability of the sympathetic nervous 
system. (3) There is no evidence that the positive reaction to adrenalin 
at the menopause is due to hyperthyreoidism, The type of response 
in women at the menopause resembles more closely the reaction of hyper- 
thyreoid individuals than that of men with irritable heart. (4) The results 
of the author’s observations on the effects of adrenalin, given by subcu- 
taneous injection, upon women at the menopause are similar to those 
reported by Hannan. In Hannan’s cases there was a sharp difference, as 
regards sensitivity to adrenalin, between women at the menopause who 
had flushes and those who had none. In the authors’ cases there was a 
nuinber of exceptions to this rule. F.R. 


III. Sensitiveness of women at the menopause to 


American Journal ot Diseases of Children. 


Vol. 39, No. 2, February, 1930. 
*Prenatal rupture of the appendix. W, J. Corcoran, 
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Vol: 39, No. 4, April, 1930. 
*Otitis media and mastoiditis in infants under three months of age. 
F. M. Holsclaw and C. A. Boehm. 
Thymic shadows of new-born infants. H. B. Podlasky and S. E. Kohn. 


Vol. 39, No. 6, June, 1930. 

*Hyperplasia of the mandible (micrognathy) as a cause of cyanotic attacks 
in the newly born infant: report of four cases. R. C. Eley and 
S. Farber. 

The response to plantar stimulation in infancy. L. V. Wolff. 

Human milk-flow. I. G. Macy, H. A. Hunscher, E. Donelson, and 
B. Nims. 
Vol. 40, No. 1, July, 1930. 
*The feeding of premature infants. M. C. Hill. 


Prenatal rupture of the appendix. 

Although prenatal rupture of the intestine has been reported, American 
and foreign literature does not contain an account of any previous case 
of prenatal rupture of the appendix. The case described in this paper 
is that of an infant who died soon after birth. At autopsy a meconium 
peritonitis was discovered together with a perforation of the appendix, 
the size of a pin’s head. No cause for the perforation was discovered and 
there appeared to be no inflammatory changes about the site of the 
rupture. Evidence that the rupture was prenatal rather than postnatal is 
put forward, and a short account of the literature of the rare cases of 
prenatal rupture of the intestine is appended. 


Otitis media and mastoiditis in infants under three months of age. 

It has long been recognized that gastroenteritis is often secondary to 
parenteral infections. The relation of otitis media and mastoiditis to 
gastroenteritis has occupied the attention of the authors of this paper. 
It is their view that the parenteral infections, and especially otitis media, 
are the most frequent of its causes, and it has become their practice infre- 
quently to diagnose primary gastroenteritis. The steps by which the 
authors have come to regard otitis media and mastoiditis as causes of 
gastroenteritis are described. At first they began to believe that the true 
nature of the diarrhcea was being overlooked. The results of culture of 
the heart blood at autopsy made them regard septicaemia as a frequent 
occurrence in these cases; more complete post-mortem examination 
revealed middle ear and mastoid suppuration; and clinical study brought 
out the fact that infections of the upper respiratory tract frequently 
preceded or accompanied the condition. Finally, early paracentesis and, 
when necessary, mastoidectomy thoroughly confirmed the lessons learned 
at post-mortem examinations. The examination of the ear and the signs 
of otitis media in early infancy are described. 

The authors conclude that many diarrhceas are toxic and originate from 
infections of the upper respiratory tract, particularly in the middle ear 
and in the mastoid antrum. In all cases, which do not respond to dietetic 
treatment, a careful examination of the middle ear should be made and 
paracentesis should be performed if any evidence of infection is found. 
If rapid improvement does not follow paracentesis involvement of the 
mastoid antrum and air cells should be suspected and dealt with, 
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Hypoplasia of the mandible (micrognathy) as a cause of cyanotic attacks in the 
newly born infant: report of four cases. 
To atelectasis, congenital heart disease, and intracranial hemorrhage 

is added another condition which may produce cyanotic attacks in the 

new-born infant. The condition described is that of micrognathy or the 
underhung jaw. The mechanism of the cyanotic attacks is the same as 
in tongue swallowing, when the mandible is allowed to fall back under 
anesthesia. Hypoplasia of the mandible is usually associated with cleft 
palate. It may be unilateral or bilateral and its extreme degree amounts 
to absence of the whole, or part, of the lower jaw. Infants with hypoplasia 
of the mandible who suffer from these cyanotic attacks may be nursed on 
their faces as a palliative measure, or, as a curative procedure, a light 
brace may be employed to exert a forward pressure at the angle of the 
lower jaw. There is a clear account of hypoplasia from a developmental 
point of view and the literature of the deformity is discussed. 


The feeding of premature infants. 


The management of the premature infant consists in the attempt to 
attain two objects, the maintenance of a diet sufficient for growth and 
the prevention of infection. The former of these objects is more particu- 
larly considered in this paper, which gives the author’s results at the 
Bellevue Hospital, New York. The importance of providing for the 
maintenance of body heat, nursing care and exercise is mentioned. A 
room temperature of 75°F. or 80°F. gave more satisfactory results than a 
warmer environment. The question of atmospheric moisture is also 
important and the object should be ‘‘fresh air, moist air and warm air.” 
Reasoning from the fact that the foetus moves in utero it is argued that 
exercise may be beneficial to the premature infant, and it may be provided 
by passive movements and massage. Regarding diet it is the author’s 
view that breast milk is too dilute to provide for the relatively high 
caloric requirements of the premature infant. Concentrated feeding was 
obtained by reinforcing breast milk with evaporated milk. The weight 
gained by 82 premature infants brought up on this regime was satisfactory 
and all the deaths were due to intercurrent infections. A mortality rate 
of 80 per cent was uninfluenced by the adoption of these methods. 


R. C. Lightwood. 


Bulletin de la Société d’Obstétrique et de Gynécologie 


de Paris. 


No. 6, June, 1930. 
The value of radiography for the diagnosis of extrauterine pregnancy. M. 
V. Cathala. 
An account of an extrauterine pregnancy; difficulty in diagnosis at the 
sixth month; clinical findings confirmed by X-rays. F. Séjournet. 
*The primary lesion of conceptional syphilis. Y. Manouélian. 
A case of high extraperitoneal Cesarean section, G. Chappaz. 
Retro-placental haemorrhage in a twin pregnancy. Desnoyers. 
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Four cases of uterine fistula, following Cesarean operations, surgically 
treated with histological reports. I. Devraigne, Paul Banzet, and 
Maurice Mayer. 

Two deliveries by Delmas’ method for low implantation of the placenta. 
L. Devraigne and J. Priollet. 

Two cases of placenta angioma. Lacomme and Isodore. 
*Suture of the uterus in classical Caesarean section. E. Macias de Torres. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 

Method of vesicopexy in young women suffering from cystoccele and 

uterine prolapse. E. Cabanes. 

A case of acute puerperal mastitis treated by the bacteryophage of 
Hérelle. E. Cabanes. 

*A simple treatment of the vomiting of pregnancy. P. A. Cabanes. 

The possibility of Delmas’ method in a diabetic; dead, macerated child; 
embryotomy. Laquiére. 

Late post-abortum peritonitis; abdominal and Mickulicz drainage in the 
pre-suppurative phase; cure. E. Houel and H. Ezés. 

*A case of acute hydramnios. Sesini and Ezés. 

Two cases of acute appendicitis during pregnancy. Laffont and Jahier. 

Study of the histological reactions of the animal ovary after the injection 

of spermatozoids. A. Laffont, Fulioms, and L. Chiapponi. 

The effects of calcium therapy in eclampsia. Laffont, Malmajae, and 
Sirjean. 

Pregnancy acidosis. Laffont and Malmajae. 


REUNION OBSTETRICALE DE LILLE. 


*The treatment of cancer of the body of the uterus by subtotal abdominal 
hysterectomy. J. Vanverts. 

A grave form of eclampsia near term; vaginal Ceesarean section; cure. 
Palliez. 

Rupture of a pyosalpinx folowing torsion of a fibroma. H. Paucot. 

Preliminary treatment of the cervix; disinfection before abdominal 
hysterectomy for neoplasms of the cervix. Ed. Gaudier. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 


Diagnosis of cancer of the uterus; the value of lipiodol injection. R. 
Keller. 
Tumour of the round ligament. E,. Bohler. 
*The functioning of the endocrine glands in the embryo and the. passage of 
maternal hormones through the placenta. Max Aron. 
Fseudo-conjunctivitis of the new-born. Georges Weill. 
Presentation of the 1930 model of the ‘‘Gynocalor’ and of the 
Henro Ackermann. 
Invagination of a Fallopian tube with tubal abortion. S. Meyer. 
Spontaneous amputation of a Fallopian tube following torsion of an 
ovarian cyst. S. Meyer. 
Complete cancer of the uterus. P. Burger. 
Statistics of vesico-vaginal fistulee operated on by the lower route. J. R. 
Pinsan. 
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SOCIETE BELGE DE GYNECOLOGIE ET D’OBSTETRIQUE. 


Ceesarean section, 20 months after a uterine rupture. Magos. 
Repeated pregnancy toxemia. Magos. 
A case of ruptured tubal pregnancy. When and how to operate? Bronha. 


No. 7, July, 1930. 

On the cause of labour. Manuel Louis Perez. 

Vaginitis due to trichomonas vaginalis. J. P. Greenhill. 

Lower segment Ceesarean section under local anesthesia. J. PF. Greenhill. 

My experience of symphysiotomy. M. Santos. 

On the question of transport in the profuse hemorrhages of ectopic 
pregnancy. M. Santos. 

On transport by aeroplane ambulance in the profuse hemorrhages of 
ectopic pregnancy. Uzac. 

Three observations of post-menopausal haemorrhages from very different 
causes. Paul Petit-Dutaillis. 

An abnormally deformed rachitic pelvis. Lapointe and G. Boquel. 

On negative blood culture in spite of the presence of organisms in the 
circulating blood. Le Lorier and Fisch. 

A septate uterus with unilateral pregnancy. Lapointe and G. Boquel. 

Neuro-fibromatosis and pregnancy. Manuel Vicente Moreira. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

Two observations of nephritis hypertension diagnosed in the course of 
pregnancy. Voron and Pigeaud. 

Bilateral suprarenal hemorrhage in a new-born infant. Voron and 
Brochier. 

Face presentation during pregnancy. P. Trillat. 

Ceesarean section for the third time, double knot of the cord. Gonnet, 
Cotte, and Boyer. 

Preventative treatment of habitual post-partum uterine inertia by extract 
of the posterior lobe of the pituitary gland. Bansillon. 

A case of congenital ectopia of the heart. Trillat and Bozonnet. 

Multiple intra-muscular staphylococcal abscesses in a post-abortum 
infection. Trillat and Dubois. 

Rupture of the membranes at the fifth month of pregnancy; delivery of 
a normal child at term. Rhenter. 

The rapid advance of cancer of the stomach in the course of pregnancy. 
Rhenter and Lyonnet. 

A case of meningeal haemorrhage during is saeeide Rhenter and 
Lyonnet. 

Serious dystocia from unrecognized vaginal septum; amniotic infection ; 
death of the child. Gaucherand. 

Central placenta previa; dilatation of the cervix under spinal anzesthesia ; 
mother and child alive. Rhenter and Pizzera. 

Excision of a vulval neoplasm during pregnancy ; lower segment Cesarean 
section at term. ‘Trillat and Bosonnet. 

Uterus bicornis; recurrent and irreducible shoulder presentation; 
Czesarean section. Gonnet and Michon. 

Diabetes and the puerperium, Rhenter and Pizzera, 
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Peritoneal hemorrhage from uterine perforation caused by a malignant 
chorion-epithelioma of molar origin. Gonnet, Creyssel, and Boyer. 

Syphilitic costal osteochondritis in a premature child of seven months. 
Voron and Brochier. 

Three observations on the application of forceps to the engaged breech. J. 
Gaucherand and A, Brochier. 

Phlebitis of the lower limb during the last month of pregnancy. Bans- 
sillon and Pigeaud. 

*Impaction of the forehead by forceps; treatment by Vicarelli’s method; 
death of the child on the fifteenth day from cerebral abscess. Eparvier. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 
Malformation due to compression of a child born as a breech presentation. 
Henri Vermelin. 
Extrauterine gestation of seven months. Fruhinsholz and Hamant. 
Extrauterine gestation of five months. Hamant and Vermelin. 
A case of malignant placentoma, developed eight years after a hydatidi- 
form mole. J. Guibal. 
On a case of amenorrhcea. Levy and Hartemann. 
Two cases of axial torsion of a fibroid uterus. Hamant and Bodart. 
Metropathic hemorrhage and lutein cyst. Hamant and Mosinger. 
Cancer of the rectum; ovarian cyst; fibroid uterus and intestinal obstruc- 
tion. Binet. 
A case of prolonged gestation. Henri Vermelin. 
Temperature changes caused by the onset of pregnancy. A. Fruhinsholz. 
Complications of tubal endometriosis. Hamant and Mosinger. 


The primary lesion of conceptional syphilis. 

When spirocheates are present in the umbilical cord or in the placenta, 
there are usually syphilitic manifestations and swarms of spirocheates in 
the child. In two previous cases recorded by the author, only the cord 
showed lesions and spirocheates, but the organism was present in atypical 
forms. He now records a case showing typical spirocheates. The mother 
was a healthy woman, 23 years old, who had no trouble in her pregnancy 
and showed no evidence of syphilis. The full-time child was well formed, 
but it was cyanosed and had a poor cry. It died five hours after birth, and 
had no lesions of the skin or mucous membranes. Repeated examinations 
of many of the child’s organs failed to show any syphilitic lesions or 
‘spirocheates, but revealed marked haemolysis. The cord, however, showed 
considerable inflammation and was swarming with spirocheates, especially 
in the region of the umbilical vein. 


Suture of the uterus in classical Cesarean section. 

In order to secure a sound scar and avoid the possibility of the scar 
separating, the author recommends the following steps in dealing with the 
uterine wall after extraction of the child :— 

1. The peritoneum should be disected back from the uterine wall with a 
scapel, taking the minimum quantity of muscle with the peritoneum. 

2. Deep muscular sutures of number three chromic catgut should be 
inserted with a Reverdin needle. 
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3. Superficial muscular sutures of number two catgut should be inserted 
with the same needle. This stitch should only take a thickness of one 
centimetre of muscle. The two muscular sutures will bring the wall 
together in its own thickness and prevent leakage of the lochia. 

4. A peritoneal suture of No. o. catgut should be introduced on a 
curved needle. The peritoneum is brought together with a Lembert- 
Cushing stitch. The knots are buried. This stitch includes only the 
peritoneum which has been stripped up, and care must be taken to intro- 
duce the needle half way between the free edge of the peritoneum and the 
place where it is still adherent to the uterine muscle. 


A simple treatment of the vomiting of pregnancy. 

The author records the treatment of this condition in 11 cases by means 
of a fixation abscess and the subcutaneous injection of sterile pus. The 
patients were at stages of pregnancy varying from three to seven months 


A case of acute hydramnios. 

A case of acute hydramnios at the fifth month, treated by abdominal 
puncture and the withdrawal of two litres 800 c.c. of fluid, is reported. 
Immediately afterwards the foetal heart could be heard, but 24 hours later 
no heart sounds were audible; macerated still-born twins were born a 
month later. 


The treatment of cancer of the body of the uterus by subtotal abdominal 
hysterectomy, 

The author presents his statistics of five cases of total hysterectomy, 
and six cases of subtotal hysterectomy. After certain deductions he gives 
an immediate mortality of one in four for total hysterectomy, and none 
in five for subtotal hysterectomy. Among the three patients who survived 
total hysterectomy, there was one recurrence at the end of ten months, 
one remained alive three years after operation, and one was lost sight of. 
All the five patients treated by subtotal hysterectomy remained alive for 
periods varying from nine months to five years. He admits the figures 
are small but says that, considered in conjunction with the pathological 
anatomy of the condition, they suggest that the less serious subtotal 
operation is sufficient. 


The functioning of the endocrine glands in the embryo and the passage of maternal 
hormones through the placenta. 

The author refers to his larger work, and states that the endocrines of 
the human embryo commence to function only at the fourth month 
intrauterine life. His experiments suggest that the maternal hormones do 
not pass through the placenta. 


Impaction of the forehead by forceps; treatment by Vicarelli’s method; death ot 
‘the child on the fifteenth day from cerebral abscess. 
The patient had been in labour since the rupture of the membranes 
48 hours previously. An attempt at delivery by forceps resulted in 
impaction of the forhead, This was relieved by Vicarelli’s method with 
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the assistance of a corkscrew. The child did very well at first, but died on 
the fifteenth day. Autopsy showed that the frontal bone was pierced at 
the point of puncture by the corkscrew. 

A. A. Gemmell 


Gynécologie et Obstétrique. 


Vol. XXI, No. 6, June, 1930. 
*A study of the origin of Krukenberg’s tumour of the ovary. A. Babes and 
Pantz-Lazaresin. 
The duration of pregnancy according to the ancients. E. Lacoste. 
A case of hematometra and of junction of the uterus and the small 
intestine. A. V. Vikoulof. 


Vol. XXII, No. 1, July, 1930. 
*On the spasmodic states of the uterus and their treatment. P. Burger. 
*Spasms of the intestinal canal in sclero-cystic odphoritis. N. La. Gravinese. 
Congenital absence of the abdominal muscles in a new-born female child. 
J. Hofstein. 
American obstetric and gynecological publications of 1929. J. P. Green- 
hill. 
Vol. XXII, No. 2, August, 1930. 
*Metastases in cancer of the cervix. G. Jeanneney, C. Wangermez, and 
Rosset-Bressand. 
Biochemical research on the lipoid content of the follicle and of the 
corpus luteum in the course of their evolution. R. Girardin. 
*Contribution to the study of cholesterolemia and bilirubinzemia in the 
mother and in the child. H. Hinglais and J. Govaerts. 


A study of the origin of Krukenberg’s tumour of the ovary. 

The authors, from the study of a few cases, consider that the origin of 
these tumours is not established. They enter a plea for the fuller study 
of all the organs of the body in cases of this type. 


On the spasmodic states of the uterus and their treatment. 

Spasmodic states of the uterus are defined as those which produce 
contractions, irregular in time and force, thus resulting in a long labour. 
The cervix or the body of the uterus may be at fault. Spasmodic states 
of the cervix are either congenital or are due to post-operative cicatrices ; 
those of the body are due to gonorrhcea, previous abortions or curettage. 
When the cervix is at fault the use of narcotics will usually produce good 
results, but in the cases of scarring, incisions may be necessary. If the 
trouble is due to the body of the uterus, rupture of the membranes is 
sufficient. 


Spasms of the intestinal canal in scelero-cystic odphoritis. 

In certain cases of pyloric spasm when operation is undertaken no 
lesion can be found in any of the abdominal organs, but if the ovaries are 
explored a sclero-cystic odphoritis (? small cystic ovaries) is discovered. In 
such patients denervation of the ovaries has resulted in cure. 
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Metastases in cancer of the cervix. 


The authors investigate the question of whether metastases in distant 
organs are more frequent after operation or radiotherapy and come to 
the conclusion that in both cases they are rare and about equal in number. 
They suggest the following principles to minimize the spread of cancer 
cells during radiotherapy. 

1. The avoiditig of local traumatism, as by scraping, curettage and 

dilatation under anzesthesia. 

2. Avoiding massive dosage. 

3. Always treating the regional lymphatic glands ° by aide whether 
they appear to be involved or not. 


Contribution to the study of cholesterolemia and of bilirubinemia in the mother 
and in the child. 
This work again proves that there is a high cholesterin atl of the 

maternal blood at term, but that this is not a constant phenomenon. The 
cholesterin content of the blood of the new-born child is, however, low. 
The authors believe that some part is played by the placenta in the origin 
of the foetal cholesterin. They believe that the hypercholesterinzemia of 
the mother is not only related to the needs of the foetus, but plays an 
active part in the mother’s well-being by virtue of its antitoxic and anti- 
hemolytic properties. A rapid increase in the cholesterin content of the 
foetal blood is observed after the birth. This cannot be due to the food 
ingested. It may be due to increased suprarenal activity. They suggest 
that it may also be due to absorption from the vernix caseosa, a substance 
which is rich in cholesterin. 

An attempt was made to determine the relationship between the low 
cholesterin content of the child’s blood and the hzemolytic phenomena which 
underlie the physiological jaundice of the new-born. There is no regular 
relationship between the high bilirubin content and the low cholesterin 
content of the child’s serum. It is considered that the rapid rise in the 
cholesterin content of the child’s blood tends to limit the jaundice, and 
they consider that this is the explanation of Keiffer’s observation that 
children from whom the vernix is not removed are less frequently jaundiced 
than those from whom the vernix is removed. 


A. A. Gemmell. 


La Gynécologie. 


June, 1930. 

*Cellulitis and sclerotic processes in the connective tissue of the female 
pelvis. R. Condamin. 

*The after-histories of two cases of subtotal hemi-hysterectomy for double 
uterus. Faul Petit-Dutaillis. 

July, 1930. 

Cellulitis and the sclerosing processes of the connective tissue of the 

female pelvis. R. Condamin. 


August, 1930. 


*Note on colpo-perineorraphy for complete perineal rupture. J. Recainier. 
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*Repair, after cicatrization of a complete perineal tear extending to the 
middle third of the recto-vaginal septum. P. Petit-Dutaillis. 

*Cases of inoperable tuberculous pyosalpinx treated by drainage and 
radiotherapy. H. Violet. 

Spontaneous amputation of a Fallopian tube following torsion of an 
ovarian cyst. S, Meyer. 

Invagination of the Fallopian tube during the course of a tubal abortion. 

S. Meyer. 


Cellulitis and sclerotic processes in the connective tissue of the female pelvis.. 

This paper, which forms a general introduction to the subject, is the 
first of three. The second is to be devoted to complications, such as para- 
metritis and periprocitis, and the third to the more detailed therapeutic 
aspects, both physio-therapeutic and surgical. 

Condamin considers that not enough attention has been directed to the 
sustentacular and nutritonal functions of the normal connective tissues, 
especially in view of their susceptibility to a pathological change of slow, 
relentless sclerosis which must affect the nutrition of the ensheathed organs. 
The pouch of Douglas is very important because of the proximity of the 
inferior hypogastric plexuses with their gangliform sheets and anastomoses 
with the sympathetic system. Fibrositis, panniculitis, myo-cellulitis, and 
chronic inflammatory troubles in general have been studied for a century in 
Sweden, while experience in France extends, at the most, to 30 years. 

When Stapfer defined cellulitis as a localized, painful, non-febrile edema 
of the connective tissue, he only referred to the initial lesion, the cause 
of which may be very variable. This definition only covers one stage 
of the affection. Cellulitis may disappear as spontaneously as: it comes. 
It may persist while its cause continues to act. It may become progressive 
and definitive when nothing intervenes to modify its origin. The stages 
of this condition are well exemplified in cellulitis of the pouch of Douglas, 
which is pecularly liable to congestive and pathological changes, and is 
relatively easy to examine. 

It is not uncommon to observe the symptoms of celullitis here at the 
times of sexual or menstrual congestion. There may bea sense of fullness, 
slight cedema, small tender nodules of various sizes which disappear on 
pressure. Subjectively there are vague pains, heaviness, but especially 
pain on pressure or traction. This is the true cellulitis in the first or 
congestive stage. Such a condition may recur at each menstrual period 
for years. The simple congestive phase will be succeeded by a stage of 
painful cedema which lasts the whole month and becomes exacerbated at 
menstruation. In the interval between the periods the suppleness of the 
pouch of Douglas will be founc to be diminished. Contraction is taking 
place in this stage. Small tendinous ridges can be felt and pressure 
becomes more painful while pains appear spontaneously and are provoked 
by walking. The cellulitis has reached its second stage. If the disease 
is untreated, examination, after some years, will show a fibrous transfor- 
mation of the whole of the thickness of the pouch of. Douglas, and the uterus 
and the rectum will be almost in contact. The last stage of this cellulitis, 
originally congestive and cedematous, later fibrous and contractile, will be 
a hard constriction of a cicatrical consistence, something like the atrophic 
parametritis of Freund. 
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Besides cedema due to constriction of the blood vessles, lymphatic cedema 
arises when the drainage of lymph or the circulation of lymph, in the 
meshes of the connective tissue, is impeded. It occurs in the course of 
inflammatory conditions in patients of a certain diathesis, and in senile 
patients. The cedema may be localized as small hard nodules or it may be 
diffuse. Such nodules can be produced experimentally by injections of 
gelatine; and, like those occurring pathologically, disappear on pressure 
and also after death. Histological examination of an artificially. produced 
nodule shows changes in the fixed tissue cells, and later in the connective 
tissue bundles. Periarteritis and periphlebitis occur and the accompanying 
‘nerve filaments are damaged. A vicious circle is established and cicatricial 
tissue is formed. 

In the general discussion of treatment the author pleads again for 
the intelligent use of massage. ‘‘Yesterday—massage; to-day—radium ; 
to-morrow— . . . ; but the bistoury can always protect itself.’? As the 
stages of the condition evolve, the fibro-plastic tissues must be made more 
supple, contractions must be stretched, and, finally, the organs must be 
maintained in their proper positions. 


The after-histories of two cases of subtotal hemi-hysterectomy for double uterus. 

In the first case laparotomy was performed by Petit-Dutaillis for pain 
aggravated by menstruation. The uterus was pseudo-didelphous, the right 
half being obliterated and replaced by a fibrous cord attached to the left 
half and its neck. Only the abnormal] parts were removed. Subsequently 
the patient bore a child at term. 

The other patient was a girl of 18 with acute torsion of the left half 
of a unicervical biocornuate uterus with a hematosalpinx and broad liga- 
ment haematoma of the same side. Hemi-hysterectomy was performed with 
removal of the adnexa of the affected side. Since the operation the patient 
has given birth to two healthy boys at term. 


A note on colpo-perineorraphy for complete perineal rupture. 

Recameir, in his prefatory note to the communication of Peti--Duaillis, 
insists that success is obtained only from methods which require separate 
‘suture of the vagina, of the rectum, and of the levatores ani muscles. After 
separating the rectal wall from the vaginal wall, the continuous vaginal 
suture and the interrupted levator sutures are inserted pari passu. The 
two ends of the levator sutures are passed through the vaginal walls, and 
they are then tied again to reinforce the continuous vaginal suture. No 
dissection of the levatores ani muscles should be made, but their thick 
fascial-covered borders should be picked up with the needle. In all his 
caSes he found it possible to exteriorize the apex of the tear in the rectal 
wall and to include it in the suture with which he unites the torn ends 
of the sphincter ani muscle and closes the anus. 

The skin of the perineum is united by sutures, which, in their 
passage, include the deeper structures. Gauze is placed in the vagina 
and renewed on the third day with the aid of a narrow speculum. A 
catheter A demeure is retained for eight days. The bowels are opened on 
the sixth day. The perineal wound is kept dry and powdered with dermatol, 
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Repair after cicatrization of a complete perineal tear extending to the middle third 
of the recto-vaginal septum. 

Petit-Dutaillis considers the constitution of the perineum and draws 
special attention to the exchange of fibres between the lower borders of the 
levatores ani muscles which takes place between the rectum and the vagina, 
The levator system is to the rectal ampulla and the lower third of the 
vagina what the superficial sphincter muscles are to the anus and to the 
vulva. It supplements the actions of the lower group and it can, if the 
external sphincter is lacerated, assume, in part, its functions. 

When these are not sutured immediately it is necessary to wait 
until cicatrization is complete and the tissues are properly involuted. The 
technique of the author’s operation, which closely resembles that of 
Recamier, is clearly illustrated in a series of drawings. He usually finds 
it necessary to suture the rectal tear separately, instead of exteriorizing it 
and closing it with a sphincter suture. Only sufficient union is made of 
the borders of the levatores ani muscles to ensure restoration of function 
to their inter-recto-vaginal fibres. No part of the vaginal wall is removed. 
The repair must not be too thorough, in view of the risk of future rupture 
or dystocia. 


Cases of inoperable tuberculous pyosalpinx treated by drainage and radiotherapy. 

It may be impossible to extirpate these tuberculous Fallopian tubes, 
‘either because of the local lesions, or because of the poor general con- 
dition of the patient: Among the local contraindications to operations are 
imperfect localization of the disease, invasion of the gut, sometimes with 
fistula formation and marked spread into the pelvic cellular tissue. The 
‘author quotes two cases in which cure was complete and a third case which 
improved under treatment. In the first case a cold abscess of tubal origin 
had ruptured spontaneously in the left iliac region. Pelvic examination 
revealed bilateral adnexal disease with fixation of the uterus and extensive 
infiltration of the pelvic and iliac cellular tissue. After a course of 
artificial sunlight, and when the general condition had improved, the left 
side of the pelvis was subjected to deep X-ray therapy. Details of the 
dosage are given. At the end of eight treatments the fistula had closed 
and the pelvic swelling was reduced to the size of an egg. Six months 
later the periods reappeared. 

The second patient had a large pelvic abscess, and was so ill that 
colpotomy seemed to be indicated. After two months the general con- 
dition was excellent, but the vaginal discharge persisted. After a course 
of deep X-ray therapy the discharge practicallly ceased, and the pelvic 
swelling was rapidly reduced to a very small size. Although the 
radiation was unilateral, amenorrhcea persisted for six months. Clinically 
the lesions were tuberculous. Bacteriological proof was not attempted. 

How the X-rays act is not certain. It can hardly be because of their 
ovarian action, because the authors have reported successes after using 
doses lower than those which produce sterility. By means of filtration, 
‘only the most penetrating X-rays are used, and the eight sittings are spread 
‘over two or three months. 

The author believes that in those cases which appear to be inoperable, 
or in which it proves impossible to extirpate the Fallopian tubes, spon- 
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taneous cure may be greatly aided by the association of heliotherapy, 
artificial light, and deep X-ray therapy. 


T. Vibert Pearce. 
C. M. Marshall. 


Revue Francaise de Gynécologie et d’Obstetrique. 


April, 1930. 
Painful parametritis of cervical origin. E. Villard. 
Ventral-suspension by auto-ligature of the round ligaments in the treat- 
ment of uterine retroversion. E. Villard and K. Labry. 


*Contribution to the study of uterine haemorrhage of ovarian origin. L,. 
Michon. 


Endometrioma of the ovary. L. Michon. 


Histological facts concerning chronic cervicitis and pre-cancerous con- 
ditions of the cervix. G. Montel. 


May, 1930. 

Notes on the history and mechanism of forceps, especially the type with 
uncrossed handles. L. A. Demelin. 

*Post-partum hemorrhages. P. Balard. 

*Cerebral haemorrhages in the newly born following trauma during 
delivery. S. W. Kissine. 


A new apparatus for carrying out intrapelvic heat therapy. H. Ackermann. 


June, 1930. 

The development of the maternity centre at Algiers and the problem of 
obstetrics in Algeria. Prof. A. Laffont. 

Referred sensory phenomena in gynecology. Prof. A. Laffont and H. Ezes 

Vaccine therapy in gynecology. F. Ferrari. 

*A study of 772 cases of manual removal of the placenta. E. Houel and H 
Ezes. 

The infant welfare service at the maternity centre in Algiers. M. Binet. 

A case of complete inversion of the uterus on the third day of the puer- 
perium. M. Jahier. 

Osteomalacia at the maternity centre in Algiers. Prof. A. Laffont and M. 
Sesini. 

Blood-guanidine and eclampsia. M. Malméjac. 

A study of the effect of injections of spermatozoa on the ovaries of 
animals. H. Fulconis and L, Chiapponi. 

*On the biological diagnosis of pregnancy. Prof. A. Laffont and L 

Chiapponi. 


Contribution to the study of uterine hemorrhage of ovarian origin. 

Three cases, in which menorrhagia and metrorrhagia were the most 
prominent symptoms, are described. The removal of a small unilateral 
ovarian cyst from each patient brought about a cure in at least two of the 
cases. The cysts contained blood-stained fluid and were not endometrio- 
matous cysts. The author considers as diagnostic the fact that no improve- 
ment resulted from medical treatment and rest in bed. Pathologically he 
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regards the condition as a sub-group cf the sclero-cystic ovary, which lends 
itself to diagnosis, and of which the treatment is removal of the cyst. 


Cerebral hemorrhages in the newly born following trauma during delivery. 

The author’s researches cover a series of 80 necropsies. In 25 per cent 
of these intra-cranial hemorrhage was found. Prematurity and toxic 
conditions of the mother are found to be predisposing causes, whereas 
syphilis and nephritis are not. Special attention was given to a search for 
aspirated fluid as a cause of asphyxia, but with negative results. The 
author is strongly opposed to the use of the term asphyxia as descriptive 
of the cause of any neo-natal death. ‘The symptomatology of the cases 
which survive a few days is discussed.. The treatment is primarily pre- 
ventative, and if this fails only symptomatic measures remain, except in 
cases in which an hemorrhagic diathesis can be combated by serum 
treatment. The author is opposed to lumbar, cistern, or ventricular 
puncture either for diagnosis or treatment. 


A study of 772 cases of manual removal of the placenta. 

During 25 years, 772 cases of manual removal of the placenta have 
occurred in 8,136 deliveries at the maternity hospital of Algiers. This 
represents a rate of 9.45 per cent. An analysis of the cases and of accom- 
panying conditions is given. The indications given were: (a) post-partum 
hemorrhage, 37 per cent; (b) delayed third stage without hemorrhage, 
10.8 per cent; (c) necessity for rapid termination of labour, 28.6 per cent; 
(d) previous operative interference, 23 per cent. 

Uterine infection occurred in 65.54 per cent, and the total mortality was 
5.83 per cent. The latter figure can, however, be reduced to 2.2 per cent 
if the deaths not directly due to the manual removal of the placenta are 
omitted. The authors conclude that the operation carries a higher morbidity- 
rate than any other obstetric manceuvre. They consider that the operation 
has its place in the treatment of post-partum hemorrhage, but that the 
indications should be defined and the procedure should not be lightly 
undertaken. 


On the biological diagnosis of pregnancy. 
Twelve cases in which the Zondek-Ascheim reaction was performed are 
reported. In six patients, subsequently proved to be pregnant, a positive 
reaction was found. In the remainder the result was negative. A short 
historical survey is given of various efforts to discover a serum reaction for 
pregnancy. 


R. L. Dodds. 


Bruxelles Medical. 


August 3, 1930. 

*Carcinoma of the cervical stump following subtotal hysterectomy 
R. Monod. 

A case in which labour was induced by the method of Krause. Abrupt 

temination. F. Mercken. 
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August 10, 1930. 

*The prognosis of the low Cesarean operation. 
1. Immediate prognosis. M. Brouha. 
2. Remote sequelee. Prof. Brindeau. 


August 17, 1930. | 
*Dystocia due to uterine prolapse in a case of double uterus: Caesarean 
section and total hysterectomy : living infant. R. Schockaert. 


August 24, 1930. 
*Conditions of the actions of hormones on transplanted sensitive tissues. 
P. Bouin. 


*Abdominal pregnancy with a full time macerated foetus and infection of 
the foetal sac. R. Schockaert. 


September 28, 1930. 
*Diagnostic puncture through the pouch of Douglas in a case of ectopic 
‘pregnancy. J. L. Henrotay. 


Carcinoma of the cervical stump iollowing subtotal hysterectomy. 

In 1929 Jeanneney and Chavannez estimated the total number of known 
cases at 85. Pursuing an inquiry among the various radium centres in 
Paris, the author discovered 80 unpublished cases treated in them up to 
1926. From similar sources he has since collected 58 other cases ; the total 
for this region during the last ten years is therefore 138 cases. This 
figure plus 79 cases published in the literature of that period brings the 
total number of cases mentioned by Jeanneney and Chavannez to 217. 
There are then 300-known cases in French writings alone. Malignant 
degeneration of the stump cannot be considered a rarity. 

Its frequency relative to the total number of hysterectomies performed 
is difficult to estimate. It has been variously determined at figures between 
3.45 per cent and 6.5 per cent. The lower figure indicates that the incidence 
of carcinoma of the cervical stump is greater than the incidence of uterine 
carcinoma, in general. 

The time of appearance in a relatively great proportion of the cases can 
be measured in months. The elimination of these as primary errors of 
diagnosis is only justified on theoretical grounds, while their inclusion 
in the study is of great clinical and therapeutic interest. These precocious 
cancers form, roughly, one-third of all the cases. They are readily explained 
if one considers the frequency with which fibroids are associated with 
carcinoma of the body, and the errors of diagnosis in menopausal metror- 
rhagia. In the great majority of these cases the carcinoma is of the 
glandular type. Those occurring after longer intervals are of the 
squamous variety. 

In about two-thirds of the cases the hysterectomy had been performed 
for fibroids, while in the remaining third carcinoma had supervened after 
hysterectomy for adnexal diseases. Carcinoma appeared in the stump in 
the former group two to five years later, while its appearance in the latter 
group was delayed for 1o to 30 years. Probably the simplest explanation 


of its occurrence in the latter group is the frequency of carcinoma of the 
cervix in general. 


Prevention: No patient near the menopause should be subjected to 
subtotal hysterectomy for fibroids until the integrity of the cervix and 
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the nature of its discharges have been determined. At operation the speci- 
men should immediately be opened, and on the least suspicion of coexisting 
carcinoma of the stump it should be removed. Were portions of the cervical 
remainder excised at the operation and subjected to microscopical examina- 
tions a great deal might be learnt about this question. Periodic re- 
examinations of these patients should be made and any lesion of the stump 
should be investigated and treated. The author reviews the various opera- 
tions which have been devised to attain the same end as total hysterectomy 
without incurring its additional risks. He sides with the view of Morestin, 
who states that ‘“‘the only way to perfect the subtotal operation is to 
totalize it.” 
Treatment: The radical operation is very difficult. The best results are 
obtained by radiation, either direct or from a distance (radium or X-rays) 
, Prognosis: This is much worse than in carcinoma of the cervix when 
the body of the uterus is present. The best published results are those 
of the Radium Institute, where 10 cures (ranging from two to Io years), in 
a series of 27 cases, were reported. 


The prognosis of the low Cesarean. operation. 
1. The immediate prognosis: Brouha, at the present time, practises the 
low operation almost exclusively. He has used the transverse uterine 
incision in fifteen cases recently, and he finds that less bladder separation 
is necessary, the incision is elegant and it is made rapidly, through it the 
head is easily delivered, and only the lower uterine segment is incised. 
One hundred and twenty-five operations were performed between 1925 and 
1930. There were two immediate fatalities: one was attributed to. the 
spinal anesthesia, and the other to uterine atony and hemorrhage. 
Pituitary shock may have been a contributing cause in the latter case. 

The post-operative accidents are classified, as follows :— 

Peritonitis: In the one fatal case the peritonitis was secondary to 
suppuration in the abdominal wound. Absence of uterine infection was 
proved at autopsy. 

Suppuraition in the abdominal wound : 32 cases of this complication are 
reported ; of these 15 cases were mild. The gravity of the suppuration bore 
no relation to the duration of the labour after rupture of the membranes, 
nor to the existence of fever at the time of operation. 

Uterine infection: There were 15 cases of uterine infection. In seven of 
these cases there was no parietal suppuration. Two patients succumbed ; 
one from septicaemia, the other from purulent salpingitis and empyema 
The membranes in all these cases had been ruptured for periods varying 
from one to 48 hours. Phlegmasia alba dolens supervened in one case 
with parietal sepsis. 

Urinary infection occurred in three cases and in two of these it was 
associated with wound sepsis. 

Pyrexia of unknown origin. Twelve patients had pyrexia of undeter- 
mined origin, and three suffered from intestinal distention which yielded 
to treatment. 

Post-operative bronchopneumonia caused one death. 

Excluding the death due to spinal anesthesia there were, then, five 
fatal cases—a mortality of four per cent. Three were due to, infection and 
one to uterine atony. All the cases in this series were potentially infected, 
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in that at least one, and sometimes many, vaginal examinations had been 
made, while in the majority the membranes had been ruptured some time. 
According to Munro Kerr, classical Ceesarean section, in potentially 
infected cases, has a mortality of 10 per cent which rises to 30 per cent 
if attempts to effect delivery under poor conditions have been made. Low 
Ceesarean section offers the greatest protection against peritonitis and 
such a high mortality could not occur in similar cases. 

The general morbidity was 50 per cent, but in only 22 per cent of the 
cases was it serious. There was only one foetal death. Brouha concludes 
that, while the operation presents many advantages, it is serious and must 
not be undertaken lightheartedly. 


2. Remote sequele. The uterine scar. It is difficult to establish actual 
comparisons between corporeal and lower segment scars, because histological 
observations of the latter have not often been made. Clinical observations, 
however, show that the lower segment scar is the less dangerous. The 
incision is made on an extensible zone of the uterus which has such 
retractile power that at the end of a few days it is reduced to a few 
centimetres in breadth. Published reports of a second intervention show 
that in a large number of cases it has been impossible to demonstrate the 
previous scar. Tarnier found the former scar to be perfect in 26 out of 28 
cases. In 21 out of 37 cases Greenhill was unable to find the line of the pre- 
vious incision. In this series of cases the thickness of the region varied with 
the presentation and the duration of labour, but it averaged one centimetre. 
Histological evidence (Greenhill) also supports the assumption that, on the 
whole, the lower Czesarean scar is of good quality. 

Ventral hernia: This is much less frequent than after the upper segment 
operation. It was observed in only three of 332 cases. 

Vesico-cutaneous fistula, never observed after the high operation, may 
occur after the low segment Czesarean section. It is such a rare complica- 
tion that it need not be considered. 

Phlegmasia alba dolens is more often observed after the low operation. 
It occurred in 12 of the author’s 330 cases. 

Peritoneal adhesions are exceptionally rare. 

The course of a future pregnancy is normal in the majority of cases, 
and 89 per cent go to term. Rupture of the scar is at least ten times less 
common than it is after the upper segment operation. The author brings 
ample evidence to show that in a future pregnancy the experience of a test 
labour may be undergone with safety. 


Dystocia due to uterine prolapse in a case of double uterus: Cesarean section and 
total hysterectomy: living infant. 

The patient, 36 years of age and pregnant for the sixth time, was 
admitted to hospital in labour on account of a swelling which had suddenly 
appeared outside the vulva. A large tumour was seen between the thighs 
and recognized as a prolapsed uterus with a transverse and fissured external 
os. To the right, and above the cervix there was a cleft, at the top of which 
the finger could feel another os and a foetal head which was not engaged. 

Abdominal Czesarean section was performed. Traction on the gravid 
uterus drew up the prolapsed uterus and total hysterectomy was performed, 
with removal of the adnexa. The patient left hospital on the twelfth day. 
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There was good evidence that both uteri had been the seat of previous 
pregnancies. 


Conditions of the actions of hormones on transplanted sensitive tissues. 

Bouin experimented with grafts of the uterine cornua of rabbits. The 
grafts were embedded beneath the skin of the pinna of the ear. His 
evidence shows that these fragments undergo characteristic changes, during 
estrus under the influence of the follicular hormone; during post-cestrus 
under the influence of the lutein hormone; and during the second half of 
pregnancy under the action of those factors which arise during that period. 

Hypereemia alone, induced by cervical sympathectomy, is incapable 
of bringing about the above morphogenetic reactions. Acting, however, 
in addition to the hormone, it does bring about a more pronounced and 
exuberant reaction of the uterine epithelium. 


Abdominal pregnancy with a full time macerated fetus and infection of the fetal 
sac. 

This is the third case which Schockaert has operated on for such a 
condition. The patient, aged 37 years, was a primigravida. She gave 
December 2nd, 1928, as the date of her last period. At the beginning of 
August, 1929, she was seen on account of acute abdominal pain: the 
condition was correctly diagnosed, but operation was declined. Two weeks 
later slight vaginal losses occurred, foetal movements ceased, and nausea, 
vomiting and fever appeared. She was admitted, very ill, fourteen days 
later. 

A swelling in the right iliac fossa could be felt to harden and soften 
alternately. This was the uterus. The foetal head was in the pelvis and 
was forcing the cervix to the front and the right against the symphysis 
pubis. A sound entered the uterus to the depth of eight centimetres, and 
an X-ray photograph was taken. At operation the great omentum had to 
be separated from the front of the foetal sac, which had pushed the uterus 
to the right. The sac was incised, foul smelling liquor was released, and a 
full-time macerated foetus was delivered. The placenta was readily peeled off 
the dome of the sac. The sac was drained vaginally through the pouch of 
Douglas, the incision into it was closed with catgut, and the peritoneal 
cavity was drained with a tube. The patient died of septicaemia four 
days later. 


Diagnostic puncture through the pouch of Douglas in a case of ectopic pregnancy. 

This simple and painless procedure enabled Henrotay to diagnose a tubal 
abortion in a patient whose history was indefinite, and in whom there was 
a complete absence of physical signs. A small quantity of dark fluid blood 
was aspirated, and on this evidence laparotomy was performed. This 
method of diagnosis once prevented the author from performing laparotomy 
in a case of uterine abortion. C. M. Marshall. 


Archives fiir Gynakologie. 


Vol. cxl, Part II (concluded) and Part III. 
The behaviour of the vegetative nervous system during pregnancy as 
- shown by the atropin-orthoclinostatic reaction, H. Eufinger and I. See. 
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Biology and pharmacology of the placenta: Part III. The response ot 
placental vessels to biological and pharmacological medicaments. H. 
Kiistner and H. Siedentopf. 

Calcium content, leucocytes and blood coagulation during pregnancy, 
after labour, and during the pueperium. K. Damblé. 

The special metabolism of the placenta in the different stages of preg- 
nancy : connexions with biological: placental function. K. Adler. 

Observations on the placenta in twin birth and diagnosis by resemblance. 
F. Kurtius. : 

Choline in the placenta as a determinant of uterine contraction. F. 
Wrede, E. Strack, and E. Bornhofen. 

Concentration and dissociation-constants of the acids causing pregnancy 
acidosis. K. J. Anselmino and F. Hoffmann. 

*Diabetes and pregnancy. H. Nevinny and G. Schretter. 
*The causation of amniogenous skin defects during pregnancy and 
especially as affecting the skull in the new-born. FE. Terruhn. 

Determination of sex. S. Itzkin. 


*The embedding and early blood supply of the human ovum. H. Meyer- 
Riiegg. 


Breathing, circulation and musculature during narcosis: studies in 
human and animal subjects. H. Franken. 

*Production of neurotropic ulcers after sacral injections : a contribution to 
the therapy of the trophic nerves. H. O. Kleine é 

A case of carcinoma formation in the remnant of an ovary nineteen years 
after ovariotomy. T. Reeke. 

The dependence of the uterine musculature on the functional phases of 
the ovary (experimental observations in animals) Part I and Part II. 
H.Siegmund. 

*Modern treatment of gonorrhcea. E. A. Mueller. 


Diabetes and pregnancy. 


Two diabetic mothers gave birth spontaneously to live children weigh- 
ing respectively 5.7 and 4.8 kilograms. (Reference is made to other cases 
of giant children born of diabetics.) In each case the glycosuria was 
diminished towards the end of the pregnancy, the increase of maternal 
blood sugar persisted longer post-partum than is usual, and the urinary 
and blood sugar became increased during the puerperium. The infants 
died on the twenty-eighth and thirty-second days respectively : both had 
congenital cardiac defects. In one blood sugar estimations were carried 
out: soon after birth hypoglyczemia (52 mg. per cent) was noticed, but 
later there was considerable hyperglyceemia (170 mg. per cent) which 
persisted until death. In this case the following measurements were made 
at birth: umbilical artery 60 mg., umbilical vein 87 mg., retroplacental 
blood 89 mg., maternal blood (antecubital vein) 104 mg., and liquor amnii 
161 mg., per cent of sugar. From the largeness of the last figure it is 
arguable that the foetus endeavoured by an intrauterine hyperglycaemia to 
get rid of a portion of its excessive sugar intake through the blood. 


The causation of amniogenous skin defects during pregnancy and especially as 
affecting the skull of the new-born. 


Further arguments are brought forward that, although amniotic bands 
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may not be found in every case, congenital defects of the skin are due to 
abnormalities of the early amnion, with localized persistence of adhesions 
between the amnion and foetal skin. The adhesions are usually of non- 
inflammatory origin, they date, as a rule, from the third or fourth week 
of pregnancy, and they may be ascribed to trauma, intrauterine pressure 
by tumours, or toxic, chemical or psychic factors: transplacental trans- 
mission of infection from the mother is possible. The bands, at first thick 
and tense, are more likely to be found when labour is premature : towards 
term they atrophy or rupture. From the literature seven cases and from 
the writer’s further experience two more cases are described and illustra- 
ted. The skull defects may affect the bone and the meninges as well as 
the skin: the excoriations are always free from hairs, and the remains ot 
defects, which have healed in extrauterine life, are seen as a scar which 
is hairless and may be paper-thin. According to Terruhn, of 76 cases ot 
congenital scalp defects, recorded during the last century, an amniogenous 
origin is certain im one third, and of 29 cases of congenital cutaneous 
defects, in the breech or in the limbs, over one half are certainly amnio- 
genous. More careful search of the placenta and membranes will show 
amniotic bands to be present in an increasing percentage of these cases. 


The embedding and early supply of the human ovum. 

In the human ovum, unlike the lower mammalian ovum, immediate 
connexion with the maternal blood supply is necessary : on its arrival in 
the uterus the human ovum directs itself to a subepithelial effusion of 
blood. From examination of the blood vessels in the neighbourhood of the 
15 or 16 days’ ovum, described by P. Meyer in 1924 (Archiv, 122), it is 
seen that concentric vessels, described as endothelial tubes approximating 
to the character of veins, surround the ovum in the decidua basalis; 
trophoblastic replacement of their walls causes connexion of the lumen 
with that of the intervillous space. The vascular system of the decidua 
capsularis is, for the most part, independent of that of the decidua basalis 
and it is formed after the embedding of the ovum; it is also connected 
with the intervillous space. The alterations of the decidua on the 
approach of the trophoblast are described and figured. 


Production of neurotropic ulcers after sacral injections: a contribution to the therapy 
of the trophic nerves. 

After injection of the local anzesthetics, novocain and tutocain res- 
pectively, into the sacral canal for laparotomy and pelvic operation one 
patient developed symmetrical ulcers on the dorsum of the feet in the area 
of distribution of the superficial peroneal nerve (L.V., S.I.), and the 
other a similar ulcer on one foot. In both patients pain in the foot was 
reported immediately after operation, and in one case cutaneous sensibility 
was diminished. The bearing of the cases on the theory of trophic nerves 
is discussed at length. 


Modern treatment of gonorrhea. 

A description of the treatment in the Universitats-Frauenklinik, at 
Greifswald, is given. The majority of the patients have some complica- 
tion and all are treated, as in-patients, in bed; adequate following up is 
secured by Jegal provisions, After-examination consists in microscopic 
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investigation of two swabs each from the urethra, the cervix, and the 
rectum. Rectal gonorrhoea is, however, rarely found in the practice of 
this institution. One of the two swabs is examined by Gram’s and the 
other by a modified Kartamischew’s method. When negative reports are 
doubted, or when a final certification of good health is in question, 
provocation is done by the local means of swabbing with Lugol’s solution 
or by the general means of intravenous injection of 50 million gonococci 
as arthigon. Local treatment, begun after the disappearance of acute 
inflammatory phenomena and suspended during the menses, consists of 
the insertion into the urethra and into the cervix of bougies of partagon— 
in this special form a percentage of silver nitrate as high as 1.5 is found 
to be tolerated. At the same time the vagina is packed with tampons of 
I) per cent targesin (a ‘‘ complex colloidal diacetyltannin silver-protein 
combination ”’). After cessation of the signs of acute adnexal inflamma- 
tion the following sequence of treatment is used: six days’ hot-bottle 
treatment, six days’ radiant heat, six days’ sitz-baths, and six days’ 
diathermy. Vaccine treatment consists in : (1) The injection of arthigon : 
10 million gonococci are given subcutaneously on the first day; the dose 
is usually doubled in geometric progression each third day, so as to reach 
1,000 millions in three weeks. (2) In the rare refractory cases or in those 
in which re-examination, some time after discharge from treatment, shows 
gonococci to be present, injection of living gonococci (gonovitan) is 
performed. 


W. E. Crowther. 


Monatsschrift fiir Geburtshiilfe und Gyndkologie. 


Vol, Ixxxiv, Nos. 2 and 3, February, 1930. 

*The influence of the internal secretions upon the development and the 
diseases of the female sex apparatus with a discussion of the application 
of hormonotherapy to gynecological disorders. V. L. Seitz. 

*Disturbances of the menstrual cycle by hyperhormonization. A. Mahnert 
and H. Siegmund. 

*A rare case of marked tachycardia during pregnancy. A. Karakalos. 

*The value of avertin (avertin death, avertin exanthema, avertin in 
eclampsia). H. Naujoks. 

*Interstitial tubal pregnancies. H. Wolf. 

*A vaginal myxoma. V. Conill. 

*Congenital syphilis (Lues innata). E. Hoffmann. 

*Congenital syphilis. E. Martin and Vierkotten. 

*Small doses of X-rays in the treatment of inflammatory adnexal disease. 
J. Janaki. 

Vol. Ixxxiv, No. 4, March, 1930. 

*The climacteric blood picture (a communication on the value of the 
relative lymphocytosis and an investigation of Ashner’s detoxicating 
therapy during the menopause). J. Sakheim and H. Lehfeldt. 

*The effect of repeated curettage of the non-pregnant horn in the case of 
uterus duplex gravidus. S. Itskin. 

*The puerperium following multiple pregnancies. N, A. Gidalewitsch. 
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Ultra-violet radiation of the lactating breast. H. Kiistner and R. Borner. 

Failure of fusion of the abdominal wall in the newly born, with a descrip- 
tion of two cases. B. Kleiner. 

A centre where human milk may be procured. M. Kayser. 

Vol. Ixxxiv, No. 5 and 6, April, 1930. 

The movements of myomata in the uterus. H. Sellheim. 

*The mechanics of the change of position of myomata in the gravid uterus 
R. Borner. 

*Is tlie serosa-epithelial theory for the production of beterotropic endo- 
metrium still tenable? A, Rieck. 

*The relationship of psoriasis to ovarian function. K. Hoede. 

*Details of the treatment of abortions during the last ten years. H. 
Reichelt. 

*True primary abdominal pregnancy. F. Istel. 

*Uterine rupture through the scar of a Cesarean section. F. Istel. 

Czesarean section. - F. Istel. 

Polyomyositis septica. J. Malfatti. 

Heredity studies and obstetrics. J. Brock. 

*Transplantation of the Fallopian tubes from one woman to another. N. 
Kakuschkin. 

*Damage to the vaginal vault during coitus. J. Klenitzky. 

A causuistic contribution to the collision between professional secrecy and 
the cuty to disclose. E. Mathias. 


The influence of the internal secretions upon the development and the diseases of 
the female sex apparatus, with a discussion of the application of hormonotherapy 
to gynecological disorders. 

The effect of the internal secretions on the development and on the 
diseases of the female genitals may be divided into : (1) The effect on the 
child’s immature growing organs; (2) the effect on the fully developed 
mature woman; (3) the effect during pregnancy; (4) the effect on the 
woman after the menopause. Only the first two are discussed in the 
article. The author points out what a marked effect the hormonopoietic 
glands have on sexual development. The anterior pituitary gland and the 
ovary are described as having the most marked effect on sexual maturity, 
the work of Zondex and Aschheim being quoted in this connexion. The 
anterior pituitary hormone plays no part in the menstrual cycle, and is 
only found in the blood in very small quantities in the non-pregnant 
woman. The ovarian hormone is found to be least abundant just after 
menstruation, then it increases gradually, and finally reaches the maximum 
about three cays before the period. Many other factors, such as the 
vegetative nervous system, the hydrogen ion concentration of the blood, 
and the colloidal state of the blood, affect the cycle in a fully developed 
woman so that the treatment cannot be enunciated simply. The author 
points out that before treatment can be instituted for cases of disturbances 
of the genital function an hormonal analysis has to be carried out. Cases 
of patients treated by means of implantation of the anterior pituitary 
gland and by means of preparations of ovarian hormone are described. 


Disturbances of the menstrual cycle by hyperhormonization. 
~The authors carriec out a series of experiments to determine whether 
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prolonged and continued administration of the ovarian hormone disturbs 
the menstrual cycle. The work of Hogeval is quoted, as having shown that 
continuous daily physiological doses of heat-producing hormone has no 
effect on the normal menstrual cycle of mice. The authors performed 
experiments on sexually mature mice, giving them daily doses of two, 
four and six mouse units of heat-producing hormone. The mice were 
killed after four weeks, when definite changes in the ova anc in the 


follicles could be demonstrated in those animals that had received the 
larger doses. 


A rare case of marked tachycardia during pregnancy. 

A case is described in which the pulse-rate steadily rose from the 
fourth month of the patient’s third pregnancy until it reached 230 beats 
per minute. Bromides, digitalis and ouabine had no effect on it. Quini- 
dine was not tried. The uterus was evacuated by the vaginal route, and 
the patient recovered. The author thinks that this is a case of pregnancy 
toxzemia in which the heart was more affected than any of the other 
organs. He could not find a similar case in the literature. 


The value of avertin (avertin death, avertin exanthema, avertin in eclampsia). 

The author first points out that in the literature, avertin is often put 
down as the cause of death when closer investigation proves this to be 
entirely erroneous. A warning is given against the use of veronal, 
pantopon and ethyl chloride with avertin anesthesia. The dosage of avertin 
should be regulated by the age as well as the weight of the patient, young 
people needing more of the drug than the aged. In fat patients the weight 
should not be the only guide, not more than eight grams being given to 
such a patient. Several cases of death following avertin narcosis are 
described and discussed. The author never found any kidney or liver 
damage following avertin narcosis, nor were the symptoms of local effect 
on the rectum. However, in two cases he encountered an exanthematous 
rash which spread all over the body, but which subsequently cleared 
rapidly. The use of avertin during both the first and second stages of 
labour, and in cases of eclampsia has proved very beneficial in Dr. 
Naujoks’ hands. He gives the clinical details of two very severe cases 


of eclampsia, from a series of eight, which he treated successfully by means 
of avertin. 


Interstitial tubal pregnancies. 


The author gives the details of four cases of interstitial pregnancy and 
Ciscusses the aetiology and the diagnosis. 


A vaginal myxoma. 


The author gives the histological appearances of a pure myxoma which 
he encountered. He removed the tumour from the posterior vaginal wall 
during an operation for prolapsus uteri. 


Congenital syphilis (Lues innata). 

The author does not agree that there is a granular form of spirochzeta 
pallida. Pure paternal infection is unknown. Diaplacental infection does 
not occur before the fourth month, most often it occurs much later, because 
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during the process of implantation and development of the placenta the 
ovum is protected against the maternal spirochetes by the biological 
fermentative processes going on in the trophoblast and _ chorionic 
epithelium. Stress is laid on a full investigation of the placenta in the 
diagnosis. A system of antenatal treatment is described, and it is pointed 
out that gravid women stand arsenical preparations well; abortion did 
not occur as a result of Hoffman’s treatment. Postnatal treatment is as 
important as antenatal treatment, and the author stresses the importance 
of treating early all children suspected to be suffering from lues, although 
the diagnosis may not be opvious, because later, when symptoms appear, 
it is more difficult to obtain a cure. The dosage and method of treating 
infants are given. 


Congenital syphilis. : 

From their investigations the authors conclude that :— 

1. The blood of all pregnant patients, both married and unmarried, 
should be examined for evidence of lues. 

2. Every child from a mother who gives a positive Wassermann 
reaction should be treated. 

3. Treatment should be considered for the children of mothers who have 
had treatment and who gave a negative Wassermann reaction. 

4. A negative Wassermann reaction in the blood of children from 
mothers with a positive Wassermann reaction, or from mothers who were 
ill before pregnancy does not indicate anything. 

5. Every patient giving a positive Wassermann reaction Curing 
pregnancy should immediately be treated. 


Small doses of X-rays in the treatment of inflammatory adnexal disease. 

The author treated seven cases of adnexal inflammation by means of 
small doses of X-rays. The first acute case to be treated went on to pus 
formation, this burst into the large bowel and was evacuated per rectum. 
The second acute case developed pyemia. The third acute case was 
evidently cured at the end of six months. The fourth anc seventh cases 
were chronic, and they were finally cured. In the fifth, a subacute case, 
the treatment was not completed. The sixth patient, also a subacute case, 
derived no benefit from the treatment. 


The climacteric blood picture (a communication on the value of the relative 
lymphocytosis and an investigation of Ashner’s detoxicating therapy during the 
menopause). 

Antonelli and Heimann are quoted as having found a relative lympho- 
cytosis in both castrated and ovariectomized cogs. The authors give the 
complete blood pictures of a series of 51 women at the climacteric, from 
which it is seen that 49 have a relative lymphocytosis of over 35 per cent 
(34 cases are over 4o per cent). All chronic conditions that might give 
rise to lymphocytosis are, of course, excluded. 

Aschner’s treatment for climacteric disturbances is quoted ; this consists 
of venesection, purgation and diaphoresis in order to get rid of toxins. 
The authors combined venesection with treatment by calcium and _bro- 
mides, in the form of brocal, which was given intravenously, They 
conclude that the relative lymphocytosis is an indication of a mild form 
of thyroid intoxication. 
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The effect of repeated curettage of the non-pregnant horn in the case of uterus 
duplex gravidus. 
The author gives a complete description of a case in which pregnancy 

had occurred in a double uterus, and in which he curetted the non-pregnant 
side twice without disturbing the development of the ovum. Finally, at 
the third curetting, he was able to make a correct diagnosis of the condition 
and then empty the pregnant side. Similar cases are quotec from the 
literature. The point of difference, however, in the author’s case, is that 
the non-pregnant horn had not undergone any of the physiological changes 
usually found with pregnancy in double uteri. The curettings were scanty 
and the uterine cavity was only eight centimetres long. The author 
discusses the cases of uterus duplex under three headings :— 

1. Cases in which both cavities mensiruated regularly but at different 

times. 

2. Cases in which the non-pregnant half continued to menstruate. 

3. The relationship of each uterus to the contractions of the other. 


The puerperium following multiple pregnancies. 
Daily clinical experience demonstrates that the puerperium is more 
often complicated following plural births, than after the birth of a single 
child. This is probably due to a luss of uterine tone with accumulation of 
secretions. The author investigated 574 cases of multiple pregnancy. 
Thirty-eight patients, 21 of whom were primipare, showed evidence 
of some form of infection during the puerperium. Eighty-five patients 
suffered from some form of local disturbance such as_ lochiometra, 
hemorrhage or putrid endometritis. In 121 cases the temperature rose 
to 38°C, but it returnec to normal after the eighth day. Various forms of 
disturbance, during the lying-in period, were observed in 29 cases. 
Thirteen of the patients died. In 45.6 per cent of the cases some form of 
intervention was necessary. No marked difference was noticed between 
the figures of the cases which terminated prematurely and those which 
went to term. The figures are tabulated in 22 tables, which give a very 
useful and comprehensive grouping of the series of cases discussed. 


The mechanics of the change of position of myomata in the gravid uterus. 

By means of an ingenious arrangement of balloons put into each other, 
the author makes an imitation uterus. This is placed in a bell jar, which 
can be exhausted, and by increasing or diminishing the pressure the - 
movements of a solid body, representing a myoma, placed between the 
balloons are observed. As a result of these experiments the author con- 
cludes that the movements of myomata in the pregnant uterus depend 
upon: (1) The uterine contractions and the initial eccentric position of 
the myoma; (2) the position of the myoma with reference to the serous and 
mucous coats of the uterus, and (3) the differences between the fibroid and 
the intervening uterine wall. The author ends his article by describing 
a number of clinical cases which support his experimental findings. 


Is the serosa-epithelial theory for the production of heterotropic endometrium still 
tenable? 
The author quotes Legerlotz, Heim and R. Meyer, who do not support 

Sampson’s theory for the origin of endometrioma from the uterine mucosa 
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which has in some way become misplaced. He points out that the con- 
conclusions reached by these investigators are erroneous and, in fact, tend to 
support Sampson. It has never been possible to produce an endometrioma 
experimentally from peritoneum or from other endothelium. Rieck points 
out that the heterotropic endometrium is always a replica of the normal 
endometrium, both histologically and functionally. This suggests that 
the heterotropic endometrium and the normal endometrium have a 
common origin. Any dissimilarity from the normal endometrium can usually 
be explained by the size of the growth or the effect upon it of the 
surrounding tissue in which it is growing. The movements of the gut 
may determine where any free endometrium in the peritoneal cavity finally 
comes to rest, and the author thinks that it is not unreasonable to suppose 
that in many cases of endometrioma developing in an operation scar, a 
small hernial pocket may have been present; he has, on several occasions 
observed pockets into which endometrium has been propelled. 


The relationship of psoriasis to ovarian function. 

The author quotes Vogt, who states that there is definite relationship 
between psoriasis and ovarian function. A careful analysis of Vogt’s cases, 
however, shows that there is no more interdependence than that which 
is found with many other skin diseases. Hoede classifies the cases of 
psoriasis which occurred in his dermatological clinic into the following 
groups: (1) Before puberty; (2) during pregnancy; (3) cases associated 
with irregular menstruation; (4) after the menopause. In 29 cases, out 
of a total of 96, the onset of psoriasis was before puberty. In 29 cases the 
effect of pregnancy on the disease is given. There did not seem to be any 
definite relationship between menstrual disturbances and the disease. 
Although many cases came to the ‘clinic for the first time after the meno- 
pause, the first attack occurred after cessation of the menses in only eight 
per cent. In his conclusions the author states that he does not think that 
there is any relationship between physiological amenorrhoea and psoriasis, 
if, therefore, in a case of psoriasis removal of the ovaries, or the destruction 
of their function by X-rays, is necessary either procedure may be carried 
out without effect upon the skin condition. 


Details of the treatment of abortions during the last ten years. 

The authoress computes that from 300,000 to 500,000 abortions occur 
in Germany every year. In her hospital 1,870 patients were treated for 
ahortions in the last ten years, and she gives tables to show the results 
with: (a) digital evacuation; (b) digital evacuation and curettage; (c) 
dilatation and curettage; (d) curettage only (the largest number was 
treated by this method when interference was adopted); (e) spontaneous 
evacuation; (f) pregnancy uninterrupted. Six hundred and seventy-four 
patients came without a temperature ; of these 541, of whom 8o later showed 
morbidity, had not been treated before coming to the hospital. The 
other 1,196 patients had.a raised temperature on admission to hospital. 
Of these 82.2. per cent received active treatment and 17.8 per cent either 
expectant or conservative treatment. Out of 156 cases of criminal abortion 
24 terminated fatally. 
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True primary abdominal pregnancy. 

The author describes in detail a case of primary abdominal pregnancy 
which occurred in a patient aged 37 years. The patient’s recovery from 
the operation is attributed to the attachment of the placenta to the posterior 
surface of the uterus. This organ was removec in order to stop the bleed- 
ing. The child was delivered alive but survived for only ten hours. 


Uterine rupture through the scar of a Cesarean section. 

The patient had a Czesarean section performed upon her for placenta 
previa. The incision was in the fundus and was sutured in three layers, 
muscular, musculo-serous and serous layers. The convalescence was 
prolonged for 78 days. Rupture occurred spontaneously during the seventh 
month of a subsequent pregnancy. The patient recovered. 


Transplantation of the Fallopian tubes from one woman to another. 

The author cescribes five cases in which he grafted the Fallopian 
tubes and the ovaries in the hope that the normal function would be 
restored. He gives the details of his technique and the subsequent 
histories of the patients. Although in all the cases it was subsequently 
possible to palpate the grafted organs pregnancy did not supervene, and 
in the cases in which inflation was carried out patency of the transplanted 
Fallopian tubes was not shown. 


Damage to the vaginal vault during coitus. 
The author points out that damage to the vaginal vault during coitus 
is not an uncommon accident, and he cescribes 25 cases in which this had 
occurred. The ages ranged from 19 to 62. Tears seemed to be uncommon 
in the anterior wall of the vagina, but they were frequent in multiparous 
women. M. Datnow. 


Zentralblatt fiir Gynakologie. | 


July 26, 1930. 

The function of the anterior pituitary hormone during pregnancy. E. 
Phillipp. 

*In opposition to X-ray abortion. K. Bollag. 

*Whether operative termination of pregnancy is justified in cases of 
hereditary cataract or cerebral tumour. C. Fleischmann. 

*Aortic rupture during the puerperium. St. Behn. 

*Contra-indicated ecbolics. E. Puppel. 

The question of the menstrual cycle of the human vagina. KI. Dierks. 

*Experiences with orasthin and tenephin. F. Jaeger. 


August 2, 1930. 

The multiple functions of the sexual hormones. P. Schuschania. 
*Enquiry into the cause of the onset of labour. M. L. Perez. 
*Defective cranial bones as a cause of intrauterine death. H. Baumm. 
*Comparative statistics of legalized and illegal abortion. W. Magid. 

Umbilical care. M. Karp. 
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General congenital cedema of the ovum with description of a case. F. 
. Kovacs. 
An enquiry into the reason of the Davis reaction. S. Jagunow. 
August 9, 1930. 
Carcinoma of Bartholin’s gland. P. Schneider. 
Chorion-epithelioma of the Fallopian tube. S. Georgil. 
Septic post-partum thrombosis of the internal jugular vein. H. Krekel. 
Contribution to the question of the axial rotation of the uterus in advanced 
pregnancy. L,. Litten. 
Treatment of dysmenorrhcea. E. Heyer. 
The use of carbon dioxide in the prophylaxis of post-operative compli- 
cations. M. Mogilew. 
A case of congenital ichthyosis. W. Borochowitsch. 


August 16, 1930. 

An enquiry into the desirability of atfording every woman relief of pain 
in labour. H. Sellheim. 

The salvation of mother and child. H. Doerfler. 

Diebetes insipidus and pregnancy. E. J. Anseminl and F; Hoffmann. 

The presence of bilirubin in the blocd in puerperal infections. N. A. 
Woskressenski. 

Remarks on the article by Heyer oi complete incontinence of faces after 
Schubert’s operation for the construction of an artificial vagina. E. 
Melzner. 

A case of double post-partum peroneal palsy. E. Zimmer. 

Recent experiences with the decapitator. St. Sztehlo. 


August 23, 1930. 

*Plastic operations on the cervix, with special reference to Sturmdorf’s 
operation. L. Fraenkel. 

A contribution to the knowledge of the non-engagement of the head. W. 
Bickenbach. 

The pathological anatomy of the female vertebral column and the pro- 
duction of gynecological sacral pain. H. Ubermuth. 

The treatment of gonorrhcea in the female with mixed vaccines. B. Tausch. 

Pregnancy and labour after ventral-vesicofixation of the uterus. S. Julich. 

A rare tumour of the great omentum. R. Joachimovits. 

*Spontaneous expulsion of.a fibromyoma following abortion. W. Borocho- 
witsch. 


August 30, 1930. 

Obituary : Henrich v. Peham. H. Katz. 

Experiments into the contractions of the Fallopian tube with the help 
of pertubation. F. v. Mikulicz-Radecki. : 

The relations of the female sexual hormones and the anterior pituitry- 
hormone. E. Fels. 

Animal grafting of the uterus. G. Schubert. 

The anatomical and the physiological point of view in the method of 
carrying out plastic mammary operations. E. Glasmer. 

Myoma and ileus. F. Sennewald. 

Secondary attachment of a submucous myoma. K. Fink 

Hormonal conditions during the inhibition of ovarian activity during 
pregnancy. S. Szarka. 
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September 6, 1930. 

Recapitulation of experiences of rectus abdominis suture in median 
laparatomy incisions and operations for the separation of the recti 
abdomini muscles and ventral hernia. W. Henkel. 

The influence of short electric waves upon the circulating blood of the 
rabbit. Kj. v. Oettingen and F. Schultze-Rhonhof. 

*Acute toxic hemolysis with fatal termination in a case of criminal 
abortion. B. Ottow. 

*Chorion-epithelioma and the Asckheim-Zondek reaction. W. Haupt. 

A small ovarian tumour of unusual histological structure. Sz. Stefancsik. 

Situs inversus totalis. K. Fett. 


September, 13, 1930. 

*Qualitative and quantitative tissue examination for anterior pituitary 
hormone after detoxication. Indications for the diagnosis of chorion- 
epithelioma. B. Zondek. 

The effect of short wave electricity upon the testicular glands of the 
mouse. Kj. v. Oettingen and H. Hook. 

The photographic use of X-rays in antenatal work. F, A. Wahl. 

Anatomical and microscopic examination of the pelvic ring with special 
observation of the changes during pregnancy and parturition. L. 
Haslhofer. 

Observations upon Winter’s paper at the Leipzig congress. M. Hirsch. 

A dermoid cyst which perforated into the sigmoid colon. K. Mayer. 

Czesarean section under lumbar anesthesia with tropococain. K. 
Wislanski. 


September 20, 1930. 

Management of asphyxia neonatorum. K. Sommer. 

Contribution on the function of tumours of the ovary; in particular those 
which defeminize a woman and give rise to male characteristics. 
R. Meyer. 

Pseudomyxoma of the peritoneum of appendicular origin. F. G. Dietel. 

The causal factors in precancerous changes of the genital organs. J. 
Haufbauer. 

An intramural teratoma of the corpus uteri with perforation into the cavity 
of the uterus and spread into the vagina. H. Hellendall. 

Anzemia of the pernicious type during pregnancy. E. Maisel. 

“Polygonorm.” A new hemostatic. A. Saturski. 


September 27, 1930. 

Experimental investigation of cedema of pregnancy. E. Barath. 

Rare late complication of ligature of the vena cava inferior. E. Fels and 
H. Bettinger. 

Leukemia and pregnancy and the indications for termination of preg- 
nancy and period sterilization. H. O. Neumann. 

Severe psychosis following lumbar anzesthesia on account of ileus. H. 
Hellendall. 

Isolated tuberculosis of the endometrium. C. Nemrow. 

Hoehne’s sign in atypical uterine rupture. V. Lazarevic. 


October 4, 1930. 
X-ray destruction of the kidney in ureteral fistula. K. Helm and Klink. 
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Intravenous pyelographic staining and its use in gynaecological urology. 
B. Ottow. 

*The late results of vesical implantation of the ureter. W. Stoeckel. 
Urological disease diagnosed as gynzecological disability. H. Kustner. 
Treatment of cysto-pyelitis with pyridium. A. Bauereisen. 

Treatment of post-operative urinary retention. E. Kottlors. 

Modification of the episiokleisis operation. B. N. Wassilieff. 

Traumatic wounding of the urethra by coitus in a case of gynatresia. A 
Schepetinsky. 

October 11, 1930. 

Enquiry into eclampsia observation and the formation of eclampsia 
statistics. L. Seitz. 

Hyperplasia of the endometrium of pituitary origin. J. Hofbauer. 

The local lymphatic reaction in carcinoma of the uterus. A. Albanese. 

Three new instruments. H. Cramer. 

An unusual cause of haemorrhage during the puerperium. F. G. Dietel. 

*Recurrent ectopic pregnancy after previous pregnancy in the same 

Fallopian tube which was resected and the stump ligatured. C. Saass. 
Comment on the article of Dr. Chatunzew. ‘On the question of the 
diagnosis of secondary abdominal pregnancy.” N. P. Mariantschik. 


In opposition to X-ray abortion. 

Bollag describes a male child, aged four and a half months, who is 
a microcephalic idiot and apparently blind. The child was born after an 
attempt at abortion with X-rays which failed. The child’s mother had 
previously had two healthy full-time children, and on account of tuber- 
culosis, wished to avoid further childbearing. X-ray therapy did not bring - 
about the desired result of abortion and she declined opetative evacuation 
of the uterus for fear of pain. Pregnancy went to full time and resulted 
in the birth of a living but idiotic infant. The writer reviews the 
87 previously reported cases which were treated by X-rays to induce 
abortion. There were several failures which were followed by the birth of 
idiotic children. He states that Furst has entirely discontinued the pro- 
cedure because of: 1. Failure to induce abortion results in the birth of 
idiots. 2. X-ray damage to the mother may ensue. 3. The possibility of 
ovarian damage resulting in abnormal pregnancies at a later date. 


Whether operative termination of pregnancy is justified in cases of hereditary 
cataract or cerebral tumour. 

Fleischmann discusses the question of the advisability of operative 
termination of pregnancy in cases of faimilial cataract or cerebral tumour. 
He instances cases under his own care referred to him from the Eye Depart- 
ment of the Wiedener Krankenhaus by Professor Sachs. One patient 
with bilateral cataract had 15 relations similarly affected. The writer is 
in favour of terminating the pregnancy in cases of familial cateract because 
of the tendency of the offspring to develop cataract, and, in cases of familial 
cerebral tumour, in the interest of the mother’s health. 


Aortic rupture during the puerperium. 

Bohm describes a case which suffered from some cardiac embarrassinent 
during pregnancy and underwent an easy spontaneous delivery. Sudden 
death occurred during the puerperium ; the cause of death, at the time, was 
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thought to be pulmonary embolus. The correct cause for this patient’s 
death was only demonstrated at the post-mortem examination. 


Contra-indicated ecbolics. 


Puppel describes a case of uterine rupture following an injection of 
pituitrin by the nurse, and he emphasizes the danger of giving this drug in 
large doses when there is a predisposition to uterine rupture. He has 
practically discontinued the use of thymophysin on account of the harmful 
effects on the foetal heart sounds, calling for rapid termination of 
the labour. He considers that far too little patience is exercised in the 
conduct of normal deliveries by some practitioners, and that a patient to 
whom sleep is secured by means of a small dose of morphia, when labour 
is delayed, will often wake up refreshed and proceed to a rapid termination 
of her labour without assistance. 


He has so far been satisfied with orasthin given in $ c.c. doses, and 
repeated after 15 to 30 minutes if necessary. In conclusion, he considers 
that the use of the ecbolic drugs is indicated :—1. In cases of inevitable 
abortion, especially when there is a rise of temperature. 2. In cases, in 
the second stage of labour, in which the head is on the pelvic floor and 
pain is lessened for psychic reasons. 3. In cases of post-partum heemor- 
rhage or delayed separation of the placenta one hour after delivery. 4. In 
cases of Caesarean section. 


Contra-indications to the use of the ecbolic drugs are :— 1. Primary 
uterine inertia. 2. Secondary uterine inertia. 


Enquiry into the cause of the onset of labour. 

Perez obtained the citrated blood of women in labour and injected it 
into the venous circulation of women who were post-mature. This pro- 
cedure was carried out in 50 cases. Between 50 per cent and 60 per cent of 
the patients went into labour. In these cases delivery was normal. As a 
control he injected 25 women with blood from patients in the last month of 
pregnancy with eitirely negative results. He considers, therefore. that the 
blood of women in labour contains some specific substance, upon which he 
proposes to undertake further research. : 


Defective cranial bones as a cause of intrauterine death. 

Baumm describes the case of a 32-year old primiparous patient. On vaginal 
examination at the thirty-sixth week of pregnancy the head could be felt 
through the anterior fornix. It was abnormally soft. During labour, with 
the descent of the head into the pelvic cavity, the foetal heart sounds 
suddenly disappeared, and this disappearance was followed by spontaneous 
delivery of a recently dead foetus. The total duration of labour was 11 
hours. At post-mortem examination the parietal bones were found to be 
thin and defective in ossification with fractures in the bridges of bone. 
There was a ruptured tentorium cerebelli with intracranial hemorrhage. 
The rest of the skeleton and the internal organs were normal. 


The trauma of delivery appears to have been sufficient to fracture the 
cranial bones and to produce death from intracranial hemorrhage from the 
tentorial laceration. The writer has been unable to find a similar case 
recorded in the literature. 


. 
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Comparative statistics of legalized and illegal abortion. 

Magid, of Kiew, reviews the records of abortions in Moscow and 
Leningrad during the year 1926. His statistics are as follows :— 

(a) Cases of incomplete abortion, whether spontaneous or illegal, 
admitted to hospital—s,219. 

(b) Cases of operative abortion performed for social reasons and 
authorized by the Abortion Commission—39,846. Of these cases 12.5 per 
cent were authorized on medical grounds. 

Leave for abortion was refused by the Commission in 548 cases, but 
many of these eventually found their way into hospital after illegal 
interference. 

The author compares his figures with those of Peller for the city of 
Vienna, where abortion is a criminal offence, and he finds that the figures 
for the year 1926-1927 are very similar, i.e., 14,000 cases. 


An enquiry into the desirability of affording every woman relief of pain in labour. 

Sellheim tries to refute the argument of those who, on religious 
grounds, object to the relief of labour pains. He maintains that narcotics 
are not harmful, and may be definitely helpful to the woman in labour. 
To make such analgesia available for all patients attended by midwives, 
he supports the use of a preparation sold under the name of scopan. This 
consists of half the maximum dose of pantopon and of scopolamine in a 
well-flavoured mixture, the accompanying printed directions being to give 
one dose 30 to 45 minutes before crowing of the head. Since 80 per cent 
of all births in Germany now pass through the Kassen, and as the remainder 
are private patients, there should be no difficulty in giving a prescription 
for this mixture at the time that patients attend for antenatal examination. 
He has found no untoward results from allowing a midwife to administer 
this preparation. 


Plastic operations on the cervix, with special reference to Sturmdorf’s operation. 

Fraenkel describes Sturmdorf’s cervical plastic operation and compares 
it with other operations in the same region. The operation consists of the 
excision of a cone of tissue, which includes, at its base, the eroded surface 
of the portio vaginalis, and at its apex, the mucous membrane of the 
cervical canal up to the level of the internal os. This can be carried out 
without preliminary bilateral incisions. The raw edges of this flap 
of mucous membrane are brought into apposition by two sutures, one 
anteriorly and one posteriorly. A double suture of thread with a needle 
at each end is passed through the mucous membrane close to its cut edge 
at the portio vaginalis. Each needle is, in turn, passed through the flap 
of mucous membrane, there being a distance of 0.75 cm. between the needles. 
The needles are then caused to traverse the whole thickness of the anterior, 
or posterior, wall of the cervix from within outwards in such a way that 
they emerge on the vaginal surface of the cervix near the reflexion of the 
vagina, and about 1.5 cm. apart. The threads are tied together on the 
surface of the cervix. The whole operation occupies from five to ten 
minutes. Healing is satisfactory, and at the end of ten days the cervix 
has the appearance of a healthy normal organ which has not undergone 
operative interference, 
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Spontaneous expulsion of a fibromyoma following abortion. 

Wera Borochowitch, of Baku, describes the case of a patient, aged 27 
years, who had had two previous normal pregnancies and labours, and one 
operative abortion. Her fourth pregnancy ended in spontaneous abortion 
at the second month. The uterus was evacuated with a blunt curette with- 
out an anesthetic. A sessile submucous myoma, of the size of a fist, was 
felt on the posterior wall of the uterus. The patient was discharged six 
days later without symptoms, but 18 days after the miscarriage she was 
readmitted on account of bearing down pains and bleeding. The cervix 
was then found to be dilated, the myoma was presenting at the external 
os. On intrauterine exploration it was found to be anchored high up by 
a thick pedicle. 

Because of the size of the tumour, and the thickness and inaccessibility 
of the stalk, the patient was treated by a supravaginal hysterectomy. 
Apparently the myoma had first caused the abortion and then the uterine 
contractions had forced it down to the cervical canal. 


Acute toxic hemolysis with fatal termination in a case of criminal abortion. 

Ottow describes a case in which the intrauterine injection of a poisonous 
lotion was followed by general toxemia. The patient, aged 32 years, was 
pregnant for the second time. She was admitted with a history of three 
missed menstrual periods and until 12 hours previously she had. been quite 
well. During the night she suffered from severe dyspnoea and uterine 
hemorrhage. In the morning she was seen by a doctor who plugged the 
vagina and sent her to the clinic. On admission at 10 a.m. she was extra- 
ordinarily cyanotic and dyspnoeic, the temperature was 37.8°C. and the 
pulse-rate go to 100 beats per minute; the cynosis was most marked on the 
face and extremities and jaundice was beginning to appear in the 
sclerotics. There was distinct air hunger. The abdomen was soft and 
there were no peritoneal symptoms. There was no vaginal bleeding through 
the packing. The cervix was dilated and placental tissue was presenting 
at the external os. The uterus was emptied, without an anesthetic, of 
a three month’s ovum, and there was, at this time, free gas in the cavity of 
the uterus. The urine, withdrawn by catheter, was ‘blood-stained, while 
cystoscopic examination showed no vesical injury. Criminal interference 
with the pregnancy was acknowledged. The diagnosis, therefore, lay 
between uterine infection with haemolysis or a toxic state followed by 
hemolysis. The patient was treated by an intravenous infusion of saline 
with glucose, and preparations were made for a blood transfusion. Before 
the transfusion could be carried out the patient died suddenly, 45 minutes 
after admission. On post-mortem examination the uterus showed early acute 
necrotic changes in the muscle wall with free haemorrhage ; there was some 
early round cell infiltration. The blood culture was negative. Renal 
changes were extensive, the tubules showed advanced degenerative changes 
indicating a severe degree of poisoning, probably by a strong solution ot 
lysol. 


Chorion-epithelioma and the Aschheim-Zondek reaction. 

Haupt describes a further case of chorion-epithelioma which gave a 
strongly positive reaction. The patient, a primipara, was 22 years old. She 
was treated for a hydatidiform mole, which was removed in the clinic, on 
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January 31st, 1930. The first period aftef the operation was moderate in 
degree. It was followed immediately by leucorrhcea and, after a short 
interval, by irregular bleeding. On readmission on April 1oth, 1930, she 
was suffering from a secondary anzemia with no local manifestations in the 
pelvis. Diagnostic curettage of the uterus was carried out with positive 
findings in the sections. The urine gave a strongly positive Ascheim- 
Zondek reaction. Total hysterectomy was performed and a small patch of 
chorion-epithelioma, close to the internal os, was found in the uterine cavity. 
For 16 days after the operation the Ascheim-Zondek reaction was still 
positive. It became negative 30 days after operation and it has remained 
negative up to the date of the report. 


Qualitative and quantitative tissue examination for anterior pituitary hormone after 
detoxication. Indications for the diagnosis of chorion-epithelioma. 

Zondek refers to the fact that up to the present time implantation of 
chorion-epitheliomatous tissue has not given any satisfactory findings 
because of the rapid death of the implanted animal. He has found that 
if the tissue is dried by immersion in ether for 24 hours, or by exposure 
to the air, the toxic element is destroyed, but the anterior pitutiary hormone 
remains unaltered. If a suspected piece of tissue, obtained by curetting, 
or from resection of a vaginal tumour, is implanted, various results can 
be obtained. 

If a positive result is obtained with a section from the portio or the 
vagina the diagnosis is chorion-epithelioma. With curettings from the 
corpus uteri it must be remembered that placental tissue and decidua will 
give positive results and, therefore, only definitely negative results are of 
value. For these cases a quantitative estimation must be undertaken. For 
the purpose Zondek washes the fresh curettings until they are free from 
blood. He then weighs off the curettings in increasing weights from 1 mgr. 
to 1,000 mgr. These small pieces are soaked in ether for 24 hours and are 
afterwards exposed to the air in order to secure the evaporation of the 
ether. The dry material is subsequently implanted into infantile mice. 
If the surgeon forwarding the specimen is unable to weigh off exact portions 
he should forward the whole mass, in ether, for subsequent weighing. It 
must then be remembered that, when so treated, it loses 20 per cent of its 
fresh weight. The author points out that any single clinic obtains too 
little material to get a satisfactory series of cases and he, therefore, hopes 
that investigation will be undertaken in other clinics as well as his own. 


The late results of vesical implantation of the ureter. 

Stoeckel reviews the after-histories of cases upon which he has operated 
during the last 30 years, keeping in mind the possibility of failure of the 
valve action of the vesical orifices of the implanted uterus. He describes 
a case of satisfactory implantation four years after operation. The new 
ureteral orifice could be plainly seen through a cystoscope, projecting into 
the vesical cavity; both kidneys were found to be acting well. An X-ray 
photograph of the bladder, distended with 100 c.c. of thorium dioxide, 
showed a slight reflux up the damaged ureter to a height of 10 or 15 cm. 
The height did not rise above this level towards the kidneys even with 
overdistention of the bladder, 
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Recurrent ectopic pregnancy after previous pregnancy in the same Fallopian tube, 
which was resected and the stump ligatured. 
Carl Saass, of Diisseldorf, describes a case of recurrent tubal pregnancy in 

the same Fallopian tube. The patient was 30 years of age, and she had 

been married for eight and a half years. Two and a half years after 
marriage she miscarried at the second or third month. One year later she 
had an operation for a left tubal pregnancy with tubal abortion. Resection 
of the affected part was carried out, leaving a stump three or four centimetres 
in length. The free end of the Fallopian tube was ligatured. At this opera- 
tion the right Fallopian tube and the right ovary were seen to be normal. 

Five years later the patient came for examination on account of pain. 
A menstrual period was three weeks overdue, and, the day before admission, 
she had had a sudden attack of acute pain in the left iliac region 
accompanied by severe vaginal hemorrhage. On examination the body 
of the uterus and cervix were found to be normal and in good position; 
there was some resistance in the left fornix, but owing to the previous 
history there was some reluctance in making a diagnosis. The patient 
was allowed to go home, with instructions to report any further pain. 
Four days later she returned with a recurrence of the pain and hemorr- 
hage, which she likened to the symptoms of her previous ectopic pregnancy. 
The sense of resistance in the left fornix was more marked than on the 
previous examination and a small tumour was defined. Tubal pregnancy 
was diagnosed, and operation was carried out under lumbar anesthesia. 
The stump of the left Fallopian tube was distended to the size of a big 
walnut and it ruptured as it was being removed. The right Fallopian 
tube and both ovaries were normal. 

The point of interest of this case was the recurrence in the previously 
ligatured stump when the opposite Fallopian tube was patent. The writer 
emphasizes the fact that ligature of the Fallopian tube does not result in 
permanent occlusion of its lumen, For this reason in future he proposes 
to remove the whole of the affected Fallopian tube in such a case. 


R. H. B. Adamson. 


Zeitschrift fir Geburtshilfe und Gynakologie. 


Vol. xevi, No. 3, December, 1929. 

*An investigation into the respiratory amplitude during pregnancy. 
W. Haupt. 

*The niumber and length of duration of labour pains in primiparee with 
early rupture of the membranes and longitudinal lies resulting in 
spontaneous delivery. E. Frey and A. Fehr. 

*The duration of the circulation in the umbilical cord after birth. 
G. Haselhorst. 

*Absence of the normal physiological fat atrophy from the pelvis during 
pregnancy as an unsurmountable barrier to delivery. H. Sellheim. 
The diagnostic value of blood sedimentation microscopically observed. 

Kriele. 

*The diagnostic value of anterior pituitary hormones in the urine of 
patients suffering from hydatidiform mole and chorion-epithelioma. 

H. Rosler, 
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*The treatment of placenta previa. H. Hégler. 

*A malignant adenoma of the portio vaginalis cervicis at the third month 
of pregnancy. H. Hinselmann. 

The results of suspending the backwardly displaced uterus by a median 
fascial band after the method of Polano. P. Jonen. 

*The individuality of the female constitution and the need for tabulating 
specific genital types. E. Glasmer. 

An extension of the Women’s Clinic at Basle with remarks about its 
administration. H. Labhardt. 

The new radiological department at the University Clinic for Women at 
Berlin. G. K. F. Schultze. 


Vol. xevii, No. 1, January, 1930. 

A tribute to Alfred Hegar. E. Kehrer. 

*The reaction of the blood during early pregnancy and during the puer- 
perium. H,. Siedentopf and W. Eisner. 

*Sodium and calcium in the serum and in the whole blood of nfother and 
child. W. Krone: 

*Blood grouping of mother and child with its relationship to the degree 
of development and the duration of pregnancy. C. Goroney. 

*Congenital dislocation of the hip as a birth trauma. E. Puppel. 

The papillee of leucoplakic areas expressed as a percentage index of the 
mucosee of the vaginal cervix. H. Hinselmann. 

*An experimental investigation concerning the effect of ephetonin on the 
ovary. E. Vogt. 

*Operations with the diathermy knife. R. Dyroff. : 

A communication on the healing of a placental angioma. A. Walter. 

*Simultaneous torsion of a right-sided hydrosalpinx and the normal left 
Fallopian tube. R. Borner. 


An investigation into the respiratory amplitude during pregnancy. 

The author demonstrated that the apices of the respiratory curves in 
the same person showed very little variation from day to day. From 
investigation of a fairly large number of cases, under varying conditions, 
the following conclusions were reached :— 


1. In pregnant women, who received a standard Krogh diet, the respira- 
tory amplitude was greater than in those who received a diet poor in 
proteins. The alteration in respiration was not only noticed immediately 
after the meals, but also some time after digestion should have been 
completed. This is suggested in support of the withdrawal of proteins 
from the diet in pregnancy toxeemias. 2. The findings of Klaften and 
others that the respiratory amplitude is greater in the pregnant than in 
the non-pregnant state are confirmed. 3. Change of position affects 
respiration ; it is higher sitting up than lying down, both during pregnancy 
and apart from pregnancy. 4. The respiratory amplitude has a direct 
relationship to the heart’s output per minute. Tables are given to show 
the relationship between the oxygen intake per minute, the volume of the 
heart’s output in litres per minute, the oxygen utilized per litre of blood, 
the amplitude of the respiratory curves, the volume of air inspired and the 
respiratory rate per minute, 
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The number and length of duration of labour pains in primipare with early 
rupture of the membranes and longitudinal lies resulting in spontaneous delivery. 
The authors give some very interesing figures of 200 consecutive cases 

investigated by each of them, pointing out how important it is to know 

the number and the strength of the pains rather than the duration of the 
labour in its various stages. The results in the puerperium following 
varying numbers of pains, as well as the effect on the mother and the child, 
are also tabulated. The number of contractions in the first and second 
stages of labour had no effect on the expulsion of the placenta; viz., in 

89 per cent it was delivered spontaneously; in 6.5 per cent it had to be 

expressed ; in 4 per cent Crédé’s method was employed, and in only one 

case was manual extraction necessary. 


The duration of the circulation in the umbilical cord after birth, 

The author found that in 20 children, with an everage weight of 3,440 
grm., the increase in weight post-partum averaged 114 grm. while the 
children were still attached to the placenta. The length of time for this 
increase in weight to occur varied from two to 20 niinutes, and in a few 
cases it even took over 30 minutes. Quite often temporary loss of weight 
was noticed, especially if the arteries went on pulsating for any length 
of time. The vascular system, including the organs rich in blood, is shown 
to have a great capacity for regulating itself to the blood volume. 


Absence of the normal physiological fat atrophy from the pelvis during pregnancy 
as an unsurmountable barrier to delivery. 

The author describes a case in which the deposition of fat in the pelvis 
formed a barrier to delivery with the forceps and necessitated perforation. 
The rarity of the condition prompted the investigation and publication. 
The pelvic fat is shown to disappear during pregnancy, and to reappear 


again in the puerperium. Several illustrations are given to demonstrate 
this. 


The diagnostic value of anterior pituitary hormones in the urine of patients suffering 
from hydatidiform mole and chorion-epithelioma. 

An outline is first given of the hypothesis and ieee of B. Zondek and 
Aschheim on the urine and blood of pregnant women; stress is laid on 
the storage of the hormone in the placenta; 0.1 grm. of early human 
placenta is sufficient to produce a positive reaction. It became necessary to 
prove whether the hormone is also stored in pathological conditions of the 
chorion, because this would help, in cases of chorion-epithelioma, to decide 
whether any metastases are present following removal of the primary 
growth. The author’s investigation was carried out in 13 cases, viz., in 
seven cases of hyCatidiform mole, in three cases of chorion-epithelioma, and 
in three cases of hydatidiform mole becoming malignant. 

In all cases in which any chorionic elements were present the test 
was. positive for anterior pituitary hormone; this is a good indication 
whether a mole has been completely evacuated or not. In four of the cases 
of simple hydatidiform mole, in which hysterectomy was performed, the 
anterior pituitary hormone disappearec immediately after operation. In 
three cases, in which the mole was evacuated, the test remained positive 
for some time, suggesting that some villi had been retained. The urine, 
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however, became free of the hormone several weeks after the menstrual 
periods had returned. In one of these three cases curettage of the uterus 
demonstrated the presence of chorionic villi. 

Three cases of histologically proved chorion-epithelioma gave reactions 
which were strongly positive. The Zondek-Ascheim reaction was positive, 
in mice, after implantation of portions of metastases from the liver. 
Repeated examinations of the urine in two of the three cases gave negative 
results and the patients are quite well. In the third case the reaction 
was positive and the patient eventually died. The author concludes, there- 
fore, that it is most useful in estimating the prognosis, and he advises 
that the treatment of all cases of chorion-epithelioma should be so 
controlled. 


The treatment of placenta previa. 

The author describes 446 cases of placenta praevia. In 236 cases the 
labour was premature. The insertion of the placenta was marginal in 
182 cases, lateral in 156 cases and central in 108 cases. Twenty-five of the 
women died. Of the children, 197 left the clinic alive, 249 died during 
the delivery or a few days after it. Spontaneous delivery occurred in 119 
cases, and in 45 spontaneous delivery followed artificial rupture of 
the membranes. The author considets that it is quite unnecessary to 
perform Czesarean section in all cases of placenta praevia. He gives the 
mortality figures from a large number of clinics and shows that it is 
Ir per cent. 

Among the author’s cases 184 were treated by bringing down a leg, 
16 maternal deaths occurred while 151 children were stillborn, 99 of these 
were premature. Sixty-seven cases were treated by means of a bag; the 
maternal mortality was 4.5 per cent, and 4o of the children died; only 
15 of these patients delivered themselves spontaneously after the expulsion 
of the bag; further interference was unnecessary in the other cases. 

The post-partum period following placenta preevia is fraught with 
danger; atonic hemorrhage occurred in 165 cases, and traumatic haemor- 
rhage in 17 cases. The placenta had to be removed manually in 72 cases, 
and the uterus had to be plugged in eight cases. 


A malignant adenoma of the portio vaginalis cervicis at the third month of pregnancy. 
The author describes a case of malignant adenoma of the portio 
vaginalis at the third month of pregnancy. The patient was admitted 
with severe hemorrhage. Because the nature of the growth was not 
suspected, amputation of the cervix together with the tumour was carried 
out. The microscopical findings, however, were not clear and the patient 
was allowed to go home, but she was kept under observation. A recurrent 
nodule was found in the cervix 28 days later. Complete hysterectomy was, 
therefore, performed and the patient made an uninterrupted recovery. 


The individuality of the female constitution and the need for tabulating specific 
genital types. 

The gynecologist should seek a correlation between bodily development 
and sexual function, fertility, sterility, disturbances of internal secretions, 
and the other gynecological disorders. Three main types may be 
described : (a) The hypoplastic type is essentially a feminine type, with 


- g 


932 Journal of Obstetrics and Gynecology 


the female characters not too strongly emphasized, with a diminutive 
skeleton and a generally contracted pelvis; the body appearing larger 
than it really is. There is a tendency to the early onset of menstruation, 
which is accompanied by considerable loss. (b) The euplastic type is the 
ideal of feminine beauty. Women of this type look tall and slim when 
dressed, yet they have a rounded form when naked anc firm muscular 
development. (c) The hyperplastic type. The secondary sexual characters 
are accentuated in this type; there is an excessive deposition of fat, 
particularly on the buttocks, hips and arms. The periods usually begin 
late and there is a tendency to amenorrhcea or scanty menstruation. The 
authoress gives photographs to illustrate these types and discusses fully 
their individual peculiarities. The paper concludes with a discussion of 
physiological growth during the years of development, the interdependence 
of physiological development and growth, and, finally, constitution therapy. 
It is possible to recognize the various types at puberty and, upon a proper 
analysis of the endocrine relationship, it is possible to institute rational 
treatment. 


The reaction of the blood during early pregnancy and during the puerperium. 

The average pH at 38°C. of the blocd in the first half of pregnancy was 
7-426. The limits were 7.40 and 7.45. The day after delivery the average 
was 7.443, while from the fifth to the eighth days of the puerperium it 
averaged 7.383. The conclusions are that the blood becomes alkaline early 
in pregnancy. The acidity immediately after delivery is explained by 
the muscular effort during the labour. 


Sodium and calcium in the serum and in the whole blood of mother and child. 

This investigation was undertaken to find out whether the passage of 
salts (electrolytes) from the blood through the placenta was a simple 
diffusion and osmosis cr whether some vital process was concerned. The 
methods employed for the sodium and calcium estimations are described, 
as well as the technique for obtaining the specimens of blood. The 
average calcium content of the serum of the mother is given at 9.2 mgr. 
per cent, and the average sodium content is 20.8 mgr. per cent, while in 
the case of the child the figures are 11.3 mgr. per cent and 21.6 mgr. per 
cent. These and other figures point to the fact that the placenta does not 
play any active réle either in the sodium nor in the calcium concentration. 
The values can be simply explained on a physico-chemical basis. 


Blood grouping of mother and child with its relationship to the degree of develop- 
ment and the duration of pregnancy. 
The fact that the mother and child do not always belong to the same 

blood group prompted an investigation to determine whether the different 

blood group combinations might have some effect on the development of the 
child in the period of the pregnancy. On the whole very little was found 
to show that combination of various groups had any effect on the children, 

although certain groupings did conduce either to an improved, or to a 

diminished, height-weight ratio. Children of group O out of mothers from 

group A were born after a shorter pregnancy, while the carrying period 

was increased for children of group A out of mothers from group O. 
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Congenital dislocation of the hip as a birth trauma, 

The author describes a case of dislocation of the hip in a new-born 
baby which was delivered, with some difficulty, by version. X-ray photo- 
graphs are given to show the deformity and the result of treatment. He 
does not agree with Lorenz, who states that dislocation of the hip is not 
caused by trauma during birth, and he suggests that in all difficult breech 
deliveries the obstetrician should be on the look out for the condition, 
because early treatment in the author’s case produced a perfect functional 
result. 


An experimental investigation concerning the effect of ephetonin on the ovary. 

Subcutaneous injections of ephetonin into rabbits continued over a long 
period did not produce any gross histological change in the ovaries. The 
fertility was not interferec with; gestation and delivery proceeded 
normally. Hence, it would appear quite safe to administer this drug to 
women for essential dysmenorrhcea, because no damage to the genitals 
will result. 


Operations with the diathermy kniie. 

The author first describes the history and the development of surgical 
diathermy, which he classifies as (a) coagulating and (b) cutting. Next 
he gives a description of a modified diathermy machine and a series of 
terminals with a list of useful retractors and instruments. In order to 
arrive at the nature of the changes occurring in the tissues when a dia- 
thermy knife is employed the author investigated, histologically, a number 
of specimens obtained by the use of an old diathermy machine. It is 
seen that coagulation occurs to a great depth and that primary closure of 
the wound could not, therefore, be undertaken, as the slough has to 
separate first. The blood vessels and the lymphatic vessels are affected 
for some distance from the surface. With the modified apparatus, however, 
the author is able to demonstrate that the effect is only superficial ; 
primary union will, in consequence, result. 


Diathermy is most valuable in operations for malignant disease because 
it immediately stops any bleeding, sterilizes infected surfaces and destroys 
any spilt cancer cells. The use of the diathermy knife is advised for 
removing portions of suspicious tissue for section. Unnecessary treatment 
is thus avoided in some cases, while in others a decision upon the radical 
method of treatment is made. This use of the diathermy knife does away 
with the fear of disseminating malignant disease. The author has used his 
apparatus with success in the treatment of infective conditions, such as 
lupus of the vulva, Bartholin’s abscess, sloughing cervical polypus, chronic 
mammary abscess, fistulae, and laparatomies for pelvic infection. He gives 
a fairly detailed description of the methods of treating cancer of the breast 
and uterus, as well as pelvic infections, and suggests that the diathermy 
knife might replace the scalpel in the operative treatment of these 
conditions. 


By inserting a diathermy needle into the lumen of the Fallopian tube 
the mucosa can be coagulated and sterilization of the paitent ensured. 
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Simultaneous torsion of a right-sided hydrosalpinx and the normal left Fallopian 
tube. 

The author describes the clinical history of a patient in whom the 
diagnosis of a twisted ovarian cyst was made. At operation it was found 
that there was a hydrosalpinx, which had become twisted, on the right 
side. The left Fallopian tube, which had apparently been quite normal, 
had also undergone torsion. The uterus contained a fundal myoma. Both 
ovaries appeared normal and the ovarian ligaments, although slightly 
elongated, followed their normal course. The right Fallopian tube was 
twisted through 540° and it was about the size of a man’s fist. The left 
Fallopian tube was twisted through 180°. The presence of a fluid swelling, 
attached by a long pedicle, was thought to be the cause of the torsion on 
the right side. The vascular stasis produced in the genital organs by the 
torsion of the right hydrosalpinx is suggested as the cause for the torsion 
of the left Fallopian tube. 

M. M. Datnow. 


Miinchener Medizinische Wochenschrift. 


No. 22, May 30, 1930. 
The value of Franken’s placental air test. K. Hellmuth, 
Dilaudid in private obstetric practice. G. Sheefer. 


No. 25, June 20,. 1930. 
*The treatment of atonic post-partum haemorrhage. K. E. Fecht. 


No. 26, June 27, 1930. 
Compliment fixation in gonorrhoea. F. Hader. 
*Prophylaxis sa thrombosis and phlebitis in the puerperium. W 
Wartel. 
Anterior pituitary hormone for premature infants. R. Scheefer. 


No. 27, July 4, 1930. 
Daediatein and his work. A. Meyer. 
Rupture of uterus. R. Hornung. 
X-ray diagnosis in pregnancy and labour. D, Baumann. 


No. 28, July 11, 1930. 

The education of the laity as regards the necessity for women to nurse 
their infants. 

No. 29, July 18, 1930. 
*Experimental and clinical studies on the effect of hormones in gynzeco- 
. logical practice. P. Hauptstein. 
Medical indications for the interruption of pregnancy. F. Knauer, A: 
Meyer, and H. Naujoks. 


The treatment of atonic post-partum hemorrhage. 

The author deplores the frequent occurrence of post-partum hzmorrhage 
in spite of modern preventive measures, such as clamping the aorta and 
the administration of the new preparations of ergot and the pituitary 
gland. He advocates a method which he found both useful and simple 
during long years of private practice in the country, far from hospitals and 
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clinics. He divides the cases into two groups: (1) Hemorrhage befote 
the expulsion of the placenta. (2) Hamorrhage after the expulsion of the 
placenta. In the first group the aortic clamp is applied, and an intravenous 
injection of 1 c.c. of pituglandol is given. Shortly after the injection the 
placenta becomes detach¢d, and the uterus can be evacuated by gentle 
pressure. After careful examination of the placenta, to exclude retention 
ot a fragment, 2 c.c. of secacormine are injected intramuscularly. The 
author regards the injection of any preparation of ergot before the ex- 
pulsion of the placenta as highly dangerous, because all these preparations 
cause spasm of the internal os; thus the placenta cannot be expelled. 
Retention of the placenta prevents efficient contraction of the uterus and 
leads to hemorrhage. In one of his own cases of adherent placenta, in 
which manual interference was necessary, he was in the act of detaching 
the placenta by his hand, when suddenly the internal os closed so tightly 
on his forearm that he had the greatest difficulty in removing his hand 
with the placenta. The reason for this violent spasm was discovered to be 
an injection of 2 c.c. of secacormine, which was given by the sister just 
before the introduction of his hand. The injection took effect before the 
operation was completed... Five minutes after the injection is given, the 
aortic clamp is gently loosened, and ten minutes later the patients receive 
in injection of 1 c.c. of gynergen. The advantages of this method are :— 

1. The loss of blood is minimized by the prompt application of the 
aortic clamp. 

Pituglandol leads to such good contractions of the uterus that the 
placenta comes away rapidly and completely. No violent procedures, such 
as friction or Crédé’s manceuvre, are necessary; these often result in 
secondary atony. 

3. The effect of the secacormine is to prevent secondary uterine inertia. 
_ 4. Gynergen causes contraction of the uterus, and is better than a second 
injection of secacormine, because its effect is stronger and lasts longer. 

In the second group of atonic hemorrhage the proceeding is somewhat 
different. The aorta is again clamped and 2 c.c. of secacormine are injected 
intramuscularly, but in these cases the clamp is kept in position for at 
least 15 minutes, and, one minute before it is gradually loosened, 1 c.c. of 
pituglandol is injected intravenously, and 2 c.c. of secacormine are injected 
intramuscularly. Five minutes after the clamp is loosened, 1 c.c. of 
gynergen is given intramuscularly. At least five minutes are spent on the 
gradual loosening and removal of the clamp. ‘This is essential, for in many 
cases a haemorrhage is caused by the sudden pressure, which results from 
the rapid removal of the clamp, of a large quantity of blood on the weak 
vessels of the placenta site; whereas, if the clamp remains in position for 
15 minutes thrombi are formed in these vessels, which then become 
capable of withstanding the increased pressure of the blood which slowly 
enters the uterine vessels. 


Prophylaxis against thrombosis and phlebitis in the puerperium. 

The author briefly discusses the etiology of the inflammation of veins. 
Many theories have been propounded, such as constitutional predisposition, 
mechanical causes, and infection. The last named undoubtedly plays a 
great part as a causative factor. Aschoff with his sand-bank theory lays 
stress on the decreased velocity of the blood-stream. He also believes that 
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there is such a thing as aseptic thrombosis of the uterine veins in the 
puerperium, and Lubarsch was able to exclude infection in 12 of his cases 
of thrombosis. Selheim, who has found a great increase in the incidence 
of this condition since the war, is inclined to regard a heart weakened by 
the troubles, anxieties, and privations of the war as responsible for embolus 
formation. Women between 30 and 4c years of age are most prone to this 
complication, and in most cases the thrombosis was primarily of the lower 
limbs, and developed secondarily in the pelvis. 

Early diagnosis. Several more or less trustworthy signs have been 
brought-forward, such as Michaeli’s sign, a sub-febrile temperature in the 
prodromal stage, Mahler’s sign, a rise in the rate of the pulse without a 
rise of temperature, Denecke’s sign, plantar pain localized to the internal 
half of the sole of the foot; but swelling, tenderness and redness of the 
affected site with fever and often headache, restlessness, gastric disturb- 
ance, pains in the lower extremities, and pain under Poupart’s ligament 
remain the most reliable signs. If superficial, the thrombosed vein is 
felt as a hard string, but the diagnosis is often difficult, because, sometimes, 
neither signs nor symptoms are present . The principle of treatment is 
absolute rest for the affected limb, which should be raised on a well- 
padded splint. The author recommends the use of Dumex ointment, 
while Fisher uses light plaster bandages with good results. Leeches or 
ice bags may be applied over the site of the thrombus. Some morphia 
preparation is, of course, indicated in cases of embolism. 

Prophylaxis. The author lays stress on the two methods which have 
been used, with great success, in his clinic. One is the injection of 
varicose veins during pregnancy. The solution which is used contains 10 
or 15 per cent sodium chloride with 0.66 per cent glucose. Vogt has found 
this very effective for the injection of the veins of the legs and vulva. The 
other method is the prophylactic gymnastic system of Walthard in normal 
cases ; it is contraindicated in cases of old thrombo-phlebitis, and in cases 
of hemorrhage and sepsis with temperature. The gymnastic treatment 
begins on the first day after labour, the woman being allowed to lie on 
one side, and to bend and stretch her knees. The exercises are carried out 
twice daily, under the guidance and supervision of a specially trained 
gymnastic teacher. From the first day to the fourth day the patient lies 
on her back while performing the exercises, which include deep inspirations, 
movements of the feet, hands, and elbows, with foot rolling. These move- 
iments are gradually increased to the fourth day, after which the exercises 
are given in the sitting position, abdominal breathing is then taught, the 
patient placing her own hands over the abdomen to act as a resistance. 
in cases of laparotomy this is only done after the seventh day, when the 
stitches are taken out. The knees are bent and stretched. After the fourth 
day, raising and lowering of the legs in the stretched position is practised, 
and three careful raisings of the trunk in bed. Raising of the pelvis is 
taught, the teacher giving the necessary support for these stronger 
exercises. On the fifth day the patient raises her own trunk to the upright 
position without support. The patients become enthusiastic over these 
exercises, and beg to be allowed to take part in them. This scheme is, 
of course, altered to suit each individual case. Most of the cases of normal 
delivery are allowed up for five minutes on the fifth day, and most of them 
leave the clinic on the seventh day. 
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The contraindications to this treatment are definite, and the patients are 
catefully observed. No really anzmic patients, or patients needing 
absolute rest after serious operations, are allowed to participate, but cases 
of forceps delivery and of Cesarean section are not excluded. The results 
of this system have proved the value of the exercises. In 4,000 deliveries 
during two years, there was not a single bad result. During the last six 
months there were six cases of thrombo-phlebitis, in 100 cases, in which 
the patients were not allowed to take part in the exercises. There was one 
exception to the good results, and much was learned from this sad case. 
A woman, 30 years of age, was delivered of her second child by Czesarean 
section. The puerperium was normal until the seventh day. There was no 
rise in the temperature, no pain, no local swelling nor tenderness of any 
kind. The woman had a good appetite, she slept well, and she was able 
to nurse her child. On the seventh day the wound was healed. For some 
unknown reason the woman had not begun the usual exercises on the 
second or third day, and she did not begin until the seventh day. On that 
evening she died of pulmonary embolism, and the post-mortem examination 
revealed an extensive thrombosis of the left femoral vein and the left 
iliac vein. There was no sign nor symptom of this condition, and this 
lack of signs and symptoms cost the patient her life. The lesson learnt 
from this was that if the exercises are not begun on the first day nor on the 
second day they should not be done at all, and that there is a grave risk 
in allowing patients, who have been kept in the lying position for the 
first four or six days of the puerperium, to begin the gymnastic treatment. 
This extensive thrombus had formed without any sign. The gymnastic 
movements caused extra work to be thrown on the heart because of the 
increased resistance in the circulation. This lead to embolus formation and 
death. 


Experimental and clinical studies on the effect of hormones in gynxcological practice. 

The author briefly reviews the recent work done on the internal secretions 
of the ovary, the pituitary body, and the other ductless glands. The 
work of Stockhart, Allen, Doisy, Schroeder, Zondek, and many others has 
shown the importance of the internal secretions to the female organism, 
but the difficulty of dealing with the ovarian extract is greater than that 
of dealing with the extracts of the other glands, because of its complicated 
structure, its peculiar cyclical activity and also because of the absence of 
reliable tests to estimate the results of injection. Allen and Doisy’s test 
has rendered it possible to distinguish effectual from ineffectual ovarian 
preparations, not only on animals, but on the human female, and in the 
- Jast two and a half years the work of Steckhart, Papanicolauo, Frank and 
others has enabled great progress to be made, and rendered it possible 
to form a more accurate judgment regarding the effect of cestrin, and of 
- the specific hormone of the corpus luteum on the regulation of the sexual 
cycle, on the phenomena of menstruation and on the treatment of sterility. 
The clinical application of these two potent hormones is gradually becoming 
more clearly indicated. There is even some evidence to show that these 
hormones are absorbed when given by the mouth. 

The intravenous injection of 4 to 6,000 mouse units is apparently no more 
effectual than the intramuscular injection which is, so far as is known, the 
most effectual and practical method of administration. The dosage and 
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the time of the administration of the ovarian hormones is very important. 
Altiough much work stiil remains to be done before ovarian therapy can 
be established on clear, simple and scientific lines, enough has been done to 
show the great possibilities of the well-timed administration of these 
hormones in the treatment of dysmenorrheea, menorrhagia, sterility and the 
troubles of the menopause. 


Justina Wilson. 


Annali di Ostetrica e Ginecologia. 


June, 1930. 
*Erosion.of the uterine wall at the fourth month of pregnancy. Guiccardi. 
*The passage of adrenalin and insulin from the foetus to the memes s and 
from the mother to the foetus. Macchiarulo. 
On assistance in parturition with pelvic defects. Grossi. 
July, 1930. 
*A new investigation into the behaviour of lactic acid in the blood during 
the various phases of pregnancy. Cattaneo. 
*Genital tuberculosis and uterine fibromyomata. Cetroni. 
Histocitaric elements in pregnancy. Orri. 
*Two cases. of uterine abscess. Ciabo. 
August, 1930. 
Citroblastic migratory proliferation and chorion-epithelioma (a particular 
form of puerperal hemorrhagic necrosing endomiometritis from the 
‘ invasion of chorionic elements). D-Erchia. 
*Variations in the percentage of albumin and globulin in the biheod 
plasma during pregnancy. Coggi. 
*Changes in the breasts following decidual grafts. Addessi. 
“he sulphur content of the placenta and of the foetal and maternal blood 
serum. Segre. 
Decidual reaction of cervical polypi in pregnancy. Erede. 


Erosion of the uterine wall at the fourth month of pregnancy. 

Several cases of necrosis of the uterine wall in advanced pregnancy 
have been recorded in the obstetric literature. The case which Guiccardi 
describes is interesting because it occurred as early as the fourth month, 
there was no tendency to abortion and, thanks to an early operation, the 
result was successful. 

The patient, who was aged 30 and was pregnant for the third time; 
became extremely ill after running to catch a steamer. On admission to 
hospital three days later, notwithstanding certain objective symptoms and 
the median position of the swelling, the author made a diagnosis of 
ruptured tubal pregnancy and intra-peritoneal hemorrhage. He thought 
most of the symptoms pointed to ectopic gestation. On opening the 
peritoneal cavity he found an enormous quantity of blood under high 
pressure. It proceeded from. two places in a ruptured uterus, from. the 
right cornu and from an extremely thin anterior wall. Sub-total 
hysterectomy was performed. Convalescence, at first variable because of 
the patient’s anemia, ended in complete recovery. 
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Guiccardi thinks many factors concurred in determining necrosis and 
in leading to rupture: (1) Implantation of the ovum in a uterine zone 
little adapted for its reception because of the absence of decidual 
defensive reaction. (2) Trophoblastic invasion of the muscular wall, 
The anterior uterine wall thus became thin and incapable of resistance to the 
eccentric pressure of the developing ovum and to the reflex uterine contrac- 
tions which suddenly arose. (3) Interstitial haemorrhage and sub-serous 
heematoma capable of exerting contractions analogous to those which are 
observed .in detachment of a normally inserted placenta. (4) Traumatic 
action ultimately caused an event which had been threatening for some time. 

The behaviour of the uterus resembled that of a tubal pregnancy. It 
assumed the anatomical appearance, the clinical consequences, and the 
characteristic risks. 


The passage of adrenaiin and insulin from the foetus to the mother, and from the 
mother to the feetus. ; 
With the object of investigating placental permeability to pancreatic 

and supra-renal hormones, Macchiarulo has carried out a series of experi- 
ments on gravid guinea-pigs, using the same technique as in the estimation 
of parathyroid hormones. The deductions he draws from his experiments 
are: (1) Pancreatic hormone, injected into the foetus, influences both the 
foetus and the mother. Maternal hyperglycemia is reduced by the 
hormone injected into the foetus. It may therefore be experimentally 
possible to measure the compensating action which the foetus exerts on 
the maternal sugar metabolism. Insulin, injected into the mother, is 
mainly used by her for the fixation of circulatory glucose. The quantity 
passing to the foetus is so small that no notable increase is observed. Too 
large a quantity of insulin injected into the mother is badly tolerated by 
her. It also causes the death of the foetus which, according to Paroli’s 
researches, is already in a state of hyper-insulinism. 

(2) The failure of the action of adrenalin injected into the etd in 
various experimental conditions indicates that it is incapable of acting 
on the foetus, either under normal conditions or under experimental con- 
ditions. This may be due to the inactivity of the vagus nerve and of the 
neuro-muscular system during foetal life, since it is on these elements 
that adrenalin exerts its greatest action. 

(3) Finally, the mechanism of exchange of sugar in the foetus may rm 
defined as a state of hyper-insulinism and of hyper-adrenalism which favours. 
the diffusion of maternal glucose across the placenta. 


A new investigation into the behaviour of lactic acid in the blood during the various 
phases of pregnancy. 

Cattaneo describes the technique and results of the new experiments 
which he has made to determine the variations of the lactic acid in the 
blood during pregnancy and the puerperium. He finds: (1) The lactic 
acid in the blood during normal pregnancy is not increased at or near 
term in comparison with that in normal non-pregnant states. The 
average value lies between 10-15 mg. per cent. (2) During the first stage 
of labour the quantity of lactic acid in the blood is enormously increased, 
sometimes reaching the value of 41 mg. per cent. (3).During the second 
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stage of labour the quantity rises still higher, reaching a mean value of 
45 mg. per cent. During the first and second stages of labour the 
amount of lactic acid bears a direct relation to the intensity of the 
uterine contractions and of the abdominal pressure, but it does not bear 
any relation to the duration of the first and second stages of labour. 
(4) In the puerperium the lactic acid percentage, although less elevated 
than during labour, is still noticably increased, having an average value 
of 20 mg. per cent. 

The importance of Cattaneo’s investigation lies in its forming a basis 
from which may be interpreted the lactic acid percentage in abnormal 
conditions, such as the toxzemias of pregnancy. 


Genital tuberculosis and uterine fibromyomata. 


Cases of tuberculous fibro-myomata are relatively rare. Cetroni points 
out that from 1898-1924 he has seen only 11 cases recorded in literature. 
On the other hand the association of fibro-myoma with tuberculous 
infection of the genital tract is comparatively frequent. 


In four years 
he has seen eight cases. 


The characteristic features of these cases were (a) the absence of hyper- 
trophy of the uterus; (b) the tumour was frequently in the fundus uteri 
and had a tendency to protrude from a very thin myometrial capsule; 
(c) fibrous degeneration of the tumour was commonly accompanied by 
lesions of the endometrium, which resulted in atresia; (d) usually the 
ovaries were normal and often in a state of hyper-function. It may be 
that it is this ovarian hyper-function which acts on the uterine musculo- 
fibrous centres and provokes the formation of fibro-myomata. 


Two cases of uterine abscess. 


An abscess is one of the rarer inflammatory uterine lesions. When it 
does occur it is most frequently due to puerperal infection; less often to 


gonorrhcea, tuberculosis, or traumatic origin, and very seldom to metas- 
tasis from Vincent’s angina. 


Ciabo describes a case in which Vincent’s angina, coupled with acute 
nephritis, occurred during the course of a normal pregnancy. The febrile 
disturbance led to spontaneous parturition in the eighth month. Three 
days after delivery the patient died. Post-mortem examination showed 
that the posterior uterine wall was the site of one large abscess with 
smaller abscesses round it. There was purulent peritonitis, 


Another case of uterine abscess, which he describes, was connected 
with puerperal infection and thrombosis of the left leg, the left arm, and 
the left eye. General medical treatment was unavailing. The post- 
mortem examination showed an abscess in the posterior uterine wall. 


In the first case the tonsil was the starting-point and the infection had 
apparently travelled by the blood-stream. The abscesses were found near 
the blood vessels. In the second case septic thrombosis had reinforced 
lymphatic transmission. In both cases symptoms of general pyzemia had 
masked any local signs of abscess formation. In neither case would 
surgical treatment have succeeded. 
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Variations in the percentage of albumin and globulin in the blood plasma during 
pregnancy. 

Coggi has made a series of investigations on the blood plasma of 
pregnant women in the third, fifth, seventh, and ninth months of 
gestation. 

He finds that the total proteins of the blood plasma and the protein 
calculated from soluble nitrogen undergo no sensible quantitative oscil- 
lations. The quantity of albumin diminishes as pregnancy advances, 
but the quantity of globulin increases. 


Changes in the breasts following decidual grafts. 

Adessi has studied modifications in the mammary glands of virgin 
animals (14 rabbits, eight guinea-pigs) after decidual grafting. The 
decidual tissue was always homoplastic. Whenever the grafted tissue 
became attached it seemed to determine the development of the mammary 
gland. In some cases this was excessive. Comparing this artificial 
increase and state of the breast with what occurs in pregnancy there is 
a noticable difference: in pregnancy the cavities of the acini are more 
dilated and full of secretion. It is therefore doubtful whether the develop- 
-ment of the mammary cells depends only on decidual tissue or whether 
there are other factors which contribute to the function of the gland. 


The sulphur content of the placenta and of the fetal and maternal blood serum. 

From Segre’s estimations of sulphur it is found that its amount in 
the placenta is directly related to the weight of that organ and to the 
weight of the foetus. A small quantity of sulphur is present in the 
foetal serum and it bears no constant relation to the sulphur of the 
maternal serum. A normal pregnant woman has a higher sulphur 
content in the blood serum than a non-pregnant woman. In certain 
diseases associated with pregnancy, such as pernicious vomiting, eclampsia 
and albuminuria, the serum sulphur rises to a higher level than in 
normal pregnancy. In syphilis, tuberculosis, protracted delivery and 
puerperal fevers an enormous increase in the serum sulphur is also found. 


J. H. Filshill. 


Revista Italiana di Ginecologia. 


June, 1930. 
*Menstrual disturbance of ovarian origin. Cetroni. 
Investigations of iso-agglutinins in the mammary secretion of tiewly-born 
infants. Ponzi. 
_*Ovarian folliculoma. Davanzo. 
Pre-natal diagnosis of sex by means of Manviloff’s chemical method. Yetto. 
A method for studying the action of drugs on the uterus in situ. Aiazzi- 
Mancini. 
*Folliculin and the thyroid gland. Gilardino. 
*Hysterectomy in the puerperium. Correa. 
*A case of chronic syphilitic hydramnios. Rolindo. 
Occipito-posterior presentations, De Abreu and Leitao, 
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July, 1930. 
A case of shoulder presentation with a dead macerated foetus in a ruptured 
uterus. Maia. 
The occipito-mental diameter. Madareira. 
Some intercurrent pleuro-pulmonary affections in pregnancy, parturition 
and the puerperium. Da Silva. 
A case of premature detachment of a normally situated placenta. Braja: 


Menstrual disturbance of ovarian origin. 

Cetroni discusses the alleged causes of menstrual disturbance, and the 
accompanying functional and anatomical ovarian changes. He gives an 
account of twenty cases which recently came under his supervision. 

Summarizing his experience he classifies the cases in two categories. 
in the first, the frequent ovarian lesions were characterized by multiple 
follicular cysts showing degenerative changes in their elements and almost 
constant absence of corpora lutea, with extreme congestion of the whole 
organ. There was often prolapse of the ovary, or prolapse or retroversion 
of the uterus, sometimes pelvic varicocoeal. The women belonged to a 
well-marked type with under-developed muscular and alimentary systems. 
They were very asthenic and showed symptoms of hyperthyroidism and 
diminished supra-renal secretion. The treatment which gave the best 
results was partial ovarian resection, the apparently diseased parts of the 
ovaries being excised. This treatment is eminently conservative. After it, 
menstruation usually became regular and painless. Some of the patients, 
who had previously been sterile, became pregnant after treatment. In 
addition to resection, appropriate treatment by supra-renal (cortical) 
extracts and anti-thyroid extracts should be given. Roentgen therapy and 
irradiation of the ovary gave good results. 

In the second type of patient, with menstrual disturbance, the ovarian 
lesion formed part of an acute or chronic inflammation, involving in most 
cases the uterus, the Fallopian tubes, and sometimes the peritoneum. This 
form of odphoritis may be styled sclero-cystic, the sclerosis and the cysts 
being due to tuberculous, syphilitic or gonorrhceal inflammation. , 

- Resection was also adopted by the author in these cases, but often it 
had to be combined with more drastic operations on the Fallopian tubes 
and uterus. Pluri-glandular and specific therapy followed the operations. 


Ovarian folliculoma. 

Among the ovarian neoplasms of epithelial origin are now numbered 
the so-called folliculomata or granulosa-cell tumour. This growth originates 
from the proliferation of groups of cells which have the morphological and 
functional properties of granulosa cells. The tumours are comparatively 
rare, and Davanzo, therefore, thinks it is of interest to describe one which 
he removed. The tumour, which was as large as a foetal head, occupied 
the situation of the left ovary, and was attached to the broad ligament by 
the mesovarium. 

Histological examination proved that, without doubt, it resembled the 
folliculomata described by Meyer, Neumann and Aschner. It was formed 
of groups of cells—small elements with large nuclei resembling the granu- 
losa cells, 
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Folliculin and the thyroid gland. 


Gilardino discusses the views of various authors on the sources of the 
true sexual hormone folliculin and its comparative amounts in the ovary, 
the fertilized ovum, the corpus luteum and the placenta. He describes its 
effect on all the organs, including the generative organs, and then gives 
an account of experiments, which he conducted on guinea-pigs, to deter- 
mine its effect on the thyroid gland. 

1. He examined the thyroid gland in normal guinea-pigs. He 
injected other quinea-pigs with varying quantities of different follicular 
extracts, and examined the thyroid at different periods of time after 
injection. In all the animals so treated the thyroid glands were hypereemic 
and hypertrophied, with dilated vessels and often with hemorrhagic zones. 

2. He examined the thyroid glands of (a) guinea-pigs less than 20 days 
pregnant and (b) those of guinea-pigs between 45 and 50 days pregnant. 
In group (a) there was slight enlargement of the cells and slight hypereemia, 
but no difference in structure. In group (b) the thyroid glands resembled 
those of animals in group 1 which had received six injections of folliculin 
on alternate days before examination. 

His conclusions are that much of the thyroid enlargement observed in 
pregnancy is due to folliculin. In the early months of pregnancy this is 
derived from the fertilized ovum or from the corpus luteum. In the later 
months folliculin is. mainly derived from the placenta and increases 
enormously in amount. Fellner has shown that a placenta at term con- 
tains as much folliculin as go active corpora lutea. Others state that the 
quantity is even greater. In this connexion Gilardino discusses the influence 
of the hypophysis. The primary stimulus of the changes in pregnancy 
seems to come from the fertilized ovum, which emits hormones capable of 
stimulating the corpus luteum. It, in turn, excites the hypophysis. The 


hyperfunction of the thyroid gland results from the synergic action of 
all these glands. 


Hysterectomy in the puerperium. 


On three occasions, after a somewhat doubtful diagnosis, Correa found 
that hysterectomy was imperative. In the first case the child was alive 
but the mother was in a very septic condition. She had been in labour for 
42 hours, and, after useless pains, it was found that the child’s head was 
still in the upper strait of a congenitally contracted pelvis. After discuss- 
ing and rejecting various methods of delivery, he performed lower segment 
Ceesarean section, to save the child, followed by hysterectomy to save the 
mother from death by sepsis. 

In the second case a patient, who was aged 24 and who was pregnant 
for the second time, came to hospital in the seventh month of pregnancy 
after a fall. A diagnosis of labour with a dead child was made. After her 
- first pregnancy the woman had developed a vesico-vaginal fistula, and the 

vagina was occluded with numerous adhesions. It was decided to perform 

high-segment Czesarean section. There were no signs of sepsis, but at 
laparatomy the child was found in the abdomen. There was not a drop 
of blood in the peritoneal cavity although the whole wall of the lower 
uterine segment was torn. 

Sub-total hysterectomy, by Kelly’s method, was carried out successfully. 
It seemed as if the absence of intraperitoneal haemorrhage was due to the 
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rupture occurring in cicatricial tissue with a poor blood supply. Possibly 
these cicatrices had formed at the same time as the fistula. . . 


The third patient came to hospital in the fifth month of pregnancy. 
Labour pains had begun, and the abdomen was abnormally distended. Two 
abdominal tumours were present, one of which was thought to be the 
pregnant uterus, while the other was thought to be a fibro-myoma. 
Cesarean section was performed, and it was found that the diagnosis was 
correct, The fibroid was situated near to the sacral promontory and was 
obstructing the descent of the head. The size of the tumour and the fact 
that it was undergoing necrosis made hysterectomy advisable. 


A case of chronic syphilitic hydramnios. 

The patient came to hospital, in the fifth month of pregnancy, with a 
distended uterus which reached to a point four fingers’ breadth above the 
umbilicus. Examination revealed the presence of much fluid, with a 
movable foetus which was difficult to feel, The history and the Wasser- 
mann reaction indicated syphilis. After 12 injections of neo-salvarsan, 
repeated at intervals of seven days, the treatment was discontinued, and 
the patient was allowed to rest for about three weeks. When the Wasser- 
mann reaction was performed again the result was negative. The general 
health had improved, and the pregnancy ran a normal course and ended 
in spontaneous parturition with a live child. The child’s Wassermann 
reaction was negative. Rolinda attributes the success to early and 
energetic treatment. The foetus is only influenced before the sixth month. 
Increasing and carefully controlled doses of neo-salvarsan were given while 
untoward symptoms were treated as soon as they were observed. 


A case of shoulder presentation with a dead macerated fetus in a ruptured uterus. 

Maia describes a case in which the patient came ta hospital three weeks 
after labour, with the child still unborn, All uterine contractions had 
ceased. The patient was in an extremely weak and febrile condition. The 
odour of decomposition was unbearable. She had been attended by two 
midwives and a local pharmacist. After labour began and the membranes 
had ruptured the midwives had applied hot oil to the abdomen, while the 
pharmacist injected some liquid ‘‘to provoke birth.” 

On examination, after admission to hospital, the putrefying right arm 
of the child was found protruding into the vagina. The position was dorso- 
posterior. The cervix was cedematous and the uterine cavity was septic. 
The author decided to perform vaginal Caesarean section and” vaginal 
hysterectomy under spinal anesthesia. After extracting the foetus he 
found that the placenta was firmly adherent to the fundus uteri. He found 
it impossible to detach this, and discovered that the uterus was ruptured, 
with fragments of the placenta and membranes and coils of intestine 
adhering to the edges of the tear in the uterine wall. Because of the 
fixation of the uterus vaginal hysterectomy was abandoned and abdominal 
hysterectomy was performed under ether anaesthesia. Convalescence was 
slow but the patient ultimately recovered. 


J. H. Filshill. 
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La Clinica Ostetrica. 


June, 1930. 
*The results of hormone therapy with-:serum, blood, follicular liquid and 
follicular extracts of pregnant women. Maurizio. 


July, 1930. 
*A study of the ovarian reaction in immature rats after the injection of 
urine from pregnant women. Molinengo. 


August, 1930. 
*The biological diagnosis of pregnancy by the method of Ascheim and 
Zondek. Adessi. 


The results of hormone therapy with serum, blood, follicular liquid and follicular 
extracts of pregnant women. 

During the last two years Maurizio has treated a number of gynzco- 
logical conditions, such as amenorrhcea, dysmenorrhcea, the disturbances 
at the natural or at the artificial menopause by the injection of the hormones 
which are present during gestation. (1) In his first series of clinical experi- 
ments, comprising nine cases, the author used serum from women between 
the seventh and the ninth month of pregnancy. For preference women 
between the ages of 15 and 25 years were chosen. (2) In his second series 
of 10 cases blood from the same type of patients was used either for trans- 
fusion or for injection. During the second half of pregnancy the blood 
contains not only the ovarian hormone but also the hormone from the 
anterior lobe of the pituitary body. The latter stimulates maturation of 
the ovarian follicles besides acting on the uterus. Hence its value in the 
treatment of patients with amenorrhecea. or infrequent menstruation. In 
young women these hormones are move active than in women over 30 
years of age. (3) In his third series,.in which there were eight cases, he 
obtained fresh follicular liquid from young mares. (4) In the fourth series 
various follicular extracts, such as ‘“‘l’Hormovarine Byla,”’ ‘‘l’Estrofolli- 
culina,’? were employed in 28 cases. In all the cases which he treated, the 
author obtained consistently good results. 

Contrasting the first with the second series of cases, he found that in the 
general aneemia associated with the ovarian condition, a greater improve- 
ment followed treatment by blood transfusion or by injection of whole blood 
than serum therapy. In comparing the results of treatment in the third 
with those in the fourth series .of cases, he found that the injection of 
follicular extracts was less efficacious than that of genuine follicular liquid. 
No serious inconvenience was noticed after any of the injections, A rise 
in the arterial pressure, which lasted for three or four hours, was observed. 
All the patients said they experienced a sensation of tightness in the 
breasts, but this soon passed off. After the injection of the extracts a 
slight reddening of the skin occurred round the point of the injection. 

Maurizio considers that treatment with the follicular hormones is 
indicated in all those pathological states of the genital system which are 
characterized by absence or deficiency of the ovarian and hypophyseal 
hormones. Because of its specific action the follicular hormone may also 
be of value in diagnosing the nature of functional disturbances of the 
ovaries. 
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A study of the ovarian reaction in immature rats after the injection of urine from 
pregnant women. 

Molinengo’s experiments were made to discover the reaction of immature 
rats to injections of liquid known to contain the hormone from the 
anterior lobe of the pituitary gland. The technique employed was nearly 
the same as that used by Ascheim and Zondek for the diagnosis of 
pregnancy. The 30 young rats, which were selected for the experiments, 
were divided into three groups of ten, and different quantities of urine 
were injected in each group. 

I. It was found that the degree of ovarian reaction was strictly pro- 
portional to the quantity of urine injected. 

2. (a) With the smallest doses of urine a follicular phase developed in 
the ovaries; (b) After larger doses hypertrophy and intense hyperzemia 
of the whole ovary, with endo-follicular haemorrhages, ensued. (c) Massive 
luteinization of the thaecal and granulosa cells with atresic corpus luteum 
formation resulted from the injection of still larger doses. 

Molinengo points out that the luteinization which occurs after increasing 
the quantity of the injection contradicts the hypothesis of Smith and Evans. 
These workers believed that there are at least two hypophyseal hormones, 
one of which causes follicular maturation, and another leads to luteiniza- 
tion and corpus luteum development. 


The biological diagnosis of pregnancy by the method of Ascheim and Zondek. 

Adessi briefly reviews the chief methods proposed for the histological 
diagnosis of pregnancy and discusses the value of the Ascheim-Zondek 
reaction. He gives an account of his investigation of 48 cases in different 
stages of pregnancy. In 47 the results of the Ascheim-Zondek test were 
positive. In eight cases of extra-uterine pregnancy there were six positive 
results. From a study of 16 puerperal cases he was able to show that the 
hormone was eliminated with great rapidity, since, after the sixth day, 
the reaction was always negative. In 24 control cases the results were 
consistently negative. 

The author selected as his controls normal men, normal women, and 
women who were suffering from various gynzecological disorders. The 
controls were of all ages. He concludes that the Ascheim-Zondek test 
is of diagnositic value, especially in early pregnancy when clinical 
examination my be unreliable. J. H. Filshill. 


The Japanese Journal of Obstetrics and Gynecology. 


Vol. xiii, No. 3, June, 1930. 
*The obstetric significance of abnormal occipital squama in the fcetus. 
M. Oku. 
*An investigation of the placental ferments in various stages of pregnancy. 
1. Lipase of the placenta. M. Abe. 
The cause of gastric ulcer in pregnancy. S. Nakayama. 
*The effects of gynzecological diseases and operative treatment on the 


function of the circulatory system. 1. Cancer of the uterus and the 
cardiac system, §. Kimura. 
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*The effects of gynecological diseases and operative treatment upon the 
function of the circulatory system. 2. A. study of the influences of big 
ovarian tumours upon the cardiac position by means of Roentgen rays 
and electro-cardiograms. S. Kimura. 

*The effects of gynaecological diseases and operative treatments upon the 
function of the circulatory system. 4. The effect of operation upon the 
blood pressure, especially during laparotomy in cases of cardiac disease. 
S. Kimura. ; 

Inoculated metastasis in the vagina in a case of uterine cancer compli- 
cated with myodegeneratio cordis, with special reference to the ante- 
operative care for panhysterectomy. S. Kimura. 

The exciting mechanism of labour. Kosakaé. 

*The effect of placental extract on the blood vessels, either alone or com- 
bined with other labour-exciting substances. 

*An examination of the behaviour of the uteri of rabbits with destroyed 
hypophyses in situ. Final considerations on all examinations relating 
to the excitation of labour. 

*An investigation of the placental influence on the uterus exciting power 

_ of the fluid of the fourth ventricle. 

*An examination of the influence which certain substances exert on the 
uterus exciting power of the ventricular fluid when injected into the 

_ body. 

*An examination of the contractions of the uterus in situ, after the 
injection of drugs into the fourth ventricle. 

*An examination of the placental influence on the blood: pressure and the 

uterus exciting power of ventricular fluid and of serums. 


The obstetric significance of abnermal occipital squama in the fetus. 

Oku has previously reported a case in The Japanese Journal of Obstetrics 
and Gynecology. The case here reported is the second on record, and it 
occurred after the delivery of 3,045 patients. The foetus was delivered from 
a multiparous woman without any difficulty, and weighed 2,430 grammes. 
Immediately after birth it passed into a condition of blue asphyxia and 
died within 47 minutes. At autopsy, a suture was found running trans- 
versely 1.3 cm. above the external occipital protuberance; the ends of the 
suture extended to the lateral posterior fontanelles on both sides. The part 
below the suture was forn:-d into one bone, but, in the part above, two 
other sutures were found ninning sagittally, thus forming three separate 
bones. Extensive subdural hemorrhages were found. The left lateral 
sinus was filled with blood and there was a tentorial laceration. The author 
believes that, normally, the hard single occipital squama protects the intra- 
cranial blood vessels, but in this case the trauma was occasioned by the 
lack of protection afforded by the deficient occipital support. 


An investigation of the placental ferments in various stages of pregnancy. 

The author briefly reviews the work already accomplished on this 
question of placental ferments, and deplores the fact that all experiments 
have been done on the placenta at term. His investigation involved the 
examination of 56 specimens at different stages of pregnancy, from the 
second month until term. He used the method advised by Rona and 
Michaelis for estimating the quantity of lipase. He proved that lipase is 
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produced in every period of pregnancy, even in the decidua during the 
second month of pregnancy. The quantity of lipase throughout pregnancy 
is much the same; there is, however, a slight but definite increase in the 
fourth, fifth, and sixth months. The lipase was proved to have an intense 
sensibility towards atoxyl and cocaine but it was only slightly affected by 
quinine and strychnine. 


The effects of gynecological diseases and operative treatment on the function of the 
circulatory system. 1. Cancer of the uterus and the cardiac system. 
The author has proved that a particular causal relation exists between 

uterine cancer and the function of the heart. Cancer of the uterus 

exercises a particular influence upon the cardiac system, causing mainly, 
degeneration and weakness. The cause must be sought in the special 
biological factor present in the cancer cells rather than in the simple 
malnutrition. He believes that the cancer produces most disturbance in 
the case of the abnornial heart, and from the results of investigation by 
means of the electrocardiograph this disturbance is mainly attributed to 
cancer toxin. The comparison of the blood pressure in patients suffering 
with carcinoma with that of normal people, even when allowance is made 
for age, shows an abnormal rise in the former. The number of cases of 
abdominal panhysterectomy in which operation had to be postponed owing 
to operative intervention was eight, out of a total number of 89 operated 
upon. All the patients presented morbid symptoms in the curve of the 
electrocardiogram, except one, who suffered from diabetes. Five of them 
had myocarditis. After radical operation 15 patients died and 13 of these 
had pathological hearts previous to operation. ‘The sad effect of hyster- 
ectomy upon the circulatory system cannot be attributed to the radicalism 
of the operation, nor can it be attributed to the influence of the narcosis 
employed. It must be ascribed to the lack of reserve of heart energy. 


The effects of gynecological diseases and operative treatment upon the function 
of the circulatory system. 2. A study of the influences of big ovarian tumours 
upon the cardiac position by means of Reentgen rays and electro-cardiograms. 

Major ovarian tumours cause transverse position of the heart and dis- 
turbance of the impulse conduction. By X-rays, the rise of the diaphragm. 
the diminution of the inclination angle of the heart, the extension of the 
transverse diameter and a slight shortening of the longitudinal diameter 
and the oblique axis were observed. A diminution of the angles, an 
abnormal wave with the third lead, and some prolongation of the time of 
auriculo-ventricular conduction in the electrocardiogram were recognized. 
By excision of the tumour these changes are partly or completely rectified. 
The above changes were marked when the tumour reached more than half 
way between the umbilicus and the xiphisternum. When the tumour was 
below this level the changes were less constant. He believes that the 
abnormalities above-mentioned are caused by simple mechanical pressure. 
The results obtained both by clectrocardiogram and X-rays appear to 
correspond, and he advises gradual removal of ovarian tumours because 
of the abnormalities present in the heart, 


i 


Review of Current Literature 949 


The effects of gynecological diseases and operative treatment upon the function 
of the circulatory system. 4. The effect of operation upon the blood pressure, 
especially during laparotomy in cases of cardiac disease. 

Kimura condemns the sudden assumption of the Trendelenburg position 
after lumbar anesthesia in patients with myocarditis. He is also against 
full dosage of narcotics of the scopolamine and morphine types in these 
patients, because of their effect on the heart, which is already diseased, and 
often intoxicated by the pathological condition present, such as cancer. 
He recommends prolonged preliminary medication with digitalis and rest 
in bed, and, at the time of operation, he prefers to give half doses of spinal 
anesthetic and narcotics, with subsequent inhalation anzesthesia if 
necessary. The Trendelenberg position must be very slowly assumed, and 
from his study of cases the grounds for his beliefs are well founded. In 
cases of mitral incompetence and extrasystole, narcotics may be given 
without danger, but in ateriosclerosis and anzmia, he observes the same 
rules as of myocarditis. C. D. Read. 


The effect of placental extract on the blood vessels, either alone or combined with 
other labour-exciting substances. ; 
Kosakaé describes, and illustrates by curves, a series of experiments on 

rabbits in which he injected placental extract, subcutaneously or intra- 

venously, either alone or combined with atropine, pituitrin or ergot. 

Placental extract alone exerted a dilating effect on most of the blood vessels. 

The only exceptions were the vessels of the kidneys and those of the ears. 

After its circulation contraction of the pupils, stimulation of lachrymation 

and of salivation, cardiac inhibition, lowering of the blood pressure and 

excitation of uterine contractions were observed. Kosakaé concludes, there- 
fore, that: (1) The placental secretion affects the para-sympathetic nerve 
endings in the uterus and, to a lesser extent, its muscles; (2) in his experi- 
ments with placental extract combined with atropine, pituitrin or ergot, 
he has found slight variations, such as vascular constriction preceding the 
dilatation, but he has not observed any great strengthening of effect. 


An examination of the behaviour of the uterus of rabbits with destroyed hypophyses 
in situ. Final considerations on all examinations relating to the excitation of 
labour. 

In his fifth series of experiments on rabbits with partially or totally 
destroyed hypophyses, Kosakaé found that spontaneous movements of the 
uterus, after-contractions and immediate reaction to stimuli were diminished 
or abolished. This lowering of uterine capability was parallel to the 
amount of the hypophysis which has been destroyed, affecting first the 
voluntary movements, secondly the after-contractions, and thirdly the 
immediate reaction to stimuli. With complete extirpation of the hypo- 
physes no labour pains are possible. After destruction of the pituitary body 
the injection of placental extract, either alone or combined with adrenalin, 
ergot, pituitrin or barium chloride excites a feeble reaction. The response 
to para-lymphatic poisons, such as pilocarpin or choline, is unchanged. 

Kosakaé’s conclusion is that the placental hormone affects primarily the 
function of the hypophysis, or, more properly, that of its posterior lobe, 
and, through its secretion, the uterine capability leading finally in preg- 
nancy to labour contractions. 
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An jnvestigation of the placental influence on the gexec power of the 
fluid of the fourth ventricle. 

The results of this series of experiments showed that : (1) The uterus- 
exciting power of the ventricular fluid varied according to the sex period 
of the rabbit from which it was taken. From a normal rabbit it was utero- 
tonic when injected in strong concentration. From a pregnant rabbit it was 
very much stronger in effect. (2) If injected after the subcutaneous 
injection of placental or posterior-hypophyseal extract the intensity of the 
effect was still greater, especially if the fluid hac been taken from pregnant 
animals. (3) If the fluid was taken from animals with destroyed hypophyses, 


the uterus exciting effect, even after placental and hypophyseal injections, 
could not be detected. 


The conclusions drawn are that: (1) A rise in the uterus-exciting power 
of the fluid, after the absorption of the placental extract, takes place 
through stimulation of the posterior lobe of the pituitary body. (2) There is 
strengthening of the effect of the placental extract, through combination 
with preparations of the posterior lobe of the pituitary body, on the stimu- 
lation of the function of the posterior lobe and, to a lesser extent, on the 
direct passage of the hypophyseal preparation into the ventricular fluid. 


An examination of the influence which certain substances exert on the uterus- 
exciting power of the ventricular fluid when injected into the body. 
Subcutaneous or intravenous injections of adrenalin or of ergot disturb 

and weaken the uterus-exciting power of the ventricular fluid. By combin- 

ing these drugs with placental extract this disturbing influence is 
antagonized. After a time strong rhythmic contractions are produced in 
the uterus. Pilocarpin strengthens the effect of the ventricular fluid. It 
acts, indeed, similarly to placental extract, on the hypophysis and, like the 
placental extract, on the para-sympathetic system. 


An examination of the contractions of the uterus in situ, after the injection of drugs 
into the fourth ventricle. 

The various media previously injectec: subcutaneously or intravenously 
were introduced directly into the fourth ventricle by suboccipital puncture. 
Kosakaé found that in all cases the nature of the contractions produced by 
such direct introduction was the same as that obtained by subcutaneous or 
intravenous injections, but the contractions were much weaker. ‘The 
poisonous effect on the animals was much greater after injection into the 
fourth ventricle than after subcutaneous or intravenous injections. Pilocar- 
pin gave no immediate reaction, but after some time it seemed to regularize 
spontaneous uterine movements. The results with preparations of the 
posterior lobe of the pituitary gland varied according to the amounts of the 
extract injected and the condition of the uterus at the time of the injection. 
A small quantity of a preparation of the posterior lobe of the pituitary gland 
brought the movements of an untreated uterus to rest. In a previously 
sensitized uterus such a preparation inhibited contractions but it also raised 
the tone of the uterine musculature. A large quantity caused immediate 
transitory contractions and subsequent inhibition. Similar effects were 
obtained by the injections of the placental extract and its combination with 
hypophyseal preparations. It would appear that most of the substances 
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acted first by stimulating the hypophyseal function, and, later, the 
augmented hypophyseal secretion stimulated uterine contractions. 


An examination of the placental influence on the blood pressure and the uterus- 

exciting power of the ventricular fluid and oi sera. 4 

Kosakaé instituted this series of experiments to find out: (1) If the 
ventricular flui¢ communicated its uterus-exciting power to the serum 
of the animals under experiment? (2) If this uterus-exciting power is 
stimulated by the injection of placental extract how will the serum affect 
the blood pressure and the uterine contractions? He thinks he can say, 
although somewhat anticipating the results of these experiments, that, in 
most cases, the ventricular fluid and the serum had a stronger exciting 
effect on the uterus, but that the blood pressure was scarcely influenced. 
J. H. Filshill. 


The Cancer Review. 


The following abstracts are abstracted from ‘‘The Cancer Review: A 
Journal of Abstracts,’’ by kind permission of the British Empire Cancer 
Campaign. 


Vol. v, No. 7, 1930. 


Radiotherapy of carcinoma of the uterus. MALCOLM DONALDSON. 
The author, after dealing with the history of radium therapy, discusses 

the mode of action of the element, and quotes interesting experiments made 

by Dr. Canti and himself on this subject. The radio-sensitivity of the 

different types of tumour is discussed, and Régaud’s statement, as to the ; 

possibility of immunization of a neoplasm against the rays, is propounded 

to advocate that a complete radiological treatment should extend over a 

period of a few weeks only. The vexed question of radiotherapy versus 

surgery in the treatment of carcinoma of the cervix is outlined, the author 

obviously favouring the former method. He has briefly indicated the 

different techniques of radium application, and he has given a clear and 

coticise account of the methods of treatment employed at St. Bartholomew’s 

Hospital—needling the local growth, with later application of radium intra- 

abdominally. The results of foreign workers with their different techniques 

are summarized, but, although his own results are given, he considers that 

the series of cases is not sufficiently large to make a reliable statement. 

While he considers he can cure the growth locally, he finds that the 

question of elimination of growth from the glands and deep pelvic tissues 

presents a very great problem for solution. 


C. D. Read. 


Does the tumour cell possess a special affinity for lead? N. Kawata. Besitzt die 
Tumorzelle eine besondre Affinitat zum blei? Beitr. z. pathol. Anat. 
u, z. allg. Pathol., 1929, 82, pp. 259-267. 

Mice with grafted tumours were used for the experiment and the presence 
of lead was demonstrated by means of the very delicate method of radio- 
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active indicators. The lead chloride used for the injection was previously 
rendered radioactive by dissolving in it a known amount of lead isotope, 
Thorium B. Since the isotopes cannot be separated by chemical changes, 
it is possible to detect if one mgrm, of lead chloride is mixed with 10,000 
electroscopic units of Thorium B. 1/10000 mgrm. of lead chloride in 
the organs which were reduced to ash in a muffle oven. The period 
over which the experiments. were carried out was 12 to 72 hours. One 
mgrm, of lead chloride was dissolved in 0.1 c.c. of water and injected 
subcutaneously. Analysis was subsequuently made of the tumour, the 
liver, the lungs and the kidneys. The values are in terms of one grm. of 
organ and figures are given for the ratio of the amount of lead in the organs 
and that in the tumour. Although the variation in the amount of lead 
found is extremely wide in spite of similar conditions of technique, it was 
found that tumour tissue possesses no special affinity for lead. In 12 to 
24 hours after injection the tumour always contains less lead than the other 
organs, and the ratio of organ to tumour is always greater than unity. From 
48 to 72 hours the ratio changes in favour of the tumour. It appears there- 
fore that tumour tissue retains a small amount of lead longer than the 
tissues, but the difference is not significant. Similar experiments were 
carried out by the injection of lead containing thorium absorbed with 
colloidal bismuth phosphate. The results were similar. The author argues 
that, since lead can only be found in tumour tissue in minimal amounts and 
there is no constant histological change after lead injection in the tumour 
tissues compared with controls, any effect set up in the tumour tissue 
must be due to the action of lead on the vascular system either directly or 
indirectly through the nervous system. Hf. 5. Pry. 


Physiology of the corpus luteum. 1,. A. GoLpsTEIN and A. J. TATELBAUM. 

Amer, Jour. Physiol., 1929, 91, pp. 14-18, 4 figs. 

Corpus leuteum extract contains a special hormone which sensitizes the 
uterine mucosa of the guinea-pig in such a way that deciduomas are formed 
upon insertion of a silk suture. Macroscopic photographs of these tumours 
are given. [Cf. Innes and Bellerby, Journ. of Physiol., 1929, 34, p. 67.] 


E. L. Kennaway. 


Autotransplantation of uterine mucosa into the ovary and peritoneal cavity of guinea- 
pigs. E. Dant-Iversen. Recherches expérimentales touchant 1’auto- 
transplantation de muqueuse utérine et de cellus épithéliales utérins sur 
l’ovaire chez les cobayes. Lyon, Chir., 1929, 26, pp. 141-165. 

The author describes experiments on autotransplantation of pieces of 
endometrium into the surface of the ovaries and into the peritoneal cavity 
of guinea-pigs. He found that the endometrium thus introduced became 
implanted in the pelvis, apparently because the greatest trauma occurred 
here. His experiments lend no support to Sampson’s theory of the origin 
of endometriosis, since, unless the menstrual blood possesses peculiarly 
irritating properties, the escape of blood into the peritoneal cavity cannot 
produce the lesion of the mucous membrane necessary for an implantation 
of endometrium. F. Cavers. 
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Early diagnosis of carcinoma by means of the interferometer. E. LENDEL. Die 
interferometrische Friihdiagnose des Karzinoms. Miinch. med. Woch., 
_ 1930, 77, Pp. 476-477. (Chirurgische Universitatsklinik, Berlin). 

The author has tested the early diagnosis of carcinoma by the interfero- 
meter and gives a detailed account of his own technique and of his results. 
He concludes that ‘‘ . . . taking them all together the results of the inter- 
ferometric method in the early diagnosis of cancer are bad.’? He obtained 
60.5 per cent of positive results in 45 cancer cases, and 46 per cent of 
positives in 21 non-cancerous cases. E. L. Kennaway. 


Diagnostic provocation of carcinoma. §S. Beck. Die diagnostische Provokation 
des Karzinoms. Miinch. med. Woch., 1930, 77, pp. 475-476. (Chirur- 
gische Universitatsklinik, Berlin.) 

The author has attempted to improve the results obtained by the inter- 
ferometric method (see preceding Abstract) by ‘‘provocation” with a pro- 
prietary article, ‘‘Reaktin’’, and claims to have increased the positive results 
in cancer of the skin from 46 per cent before provocation to 91 per cent after 
it. E. L. Kennaway. 


The diagnostic reliability of frozen sections. W. C. McCarty. Amer. Jour. 
of Pathol., 1929., 5, PP. 377-380; 22 figs. 

The purpose of this article appears to be to assert that frozen sections 
form a more secure foundation on which to base a diagnosis than any other 
kind. In it appears the following sentence: ‘‘Frozen sections of fresh, 
unfixed tissue are so reliable in the hands of a well-trained pathologist that 
he can make the diagnosis of a malignant condition, correctly, from a 
single cell.”? How this is achieved is not explained, nor is evidence advanced 
in support of so bold an assertion. The three plates giving a total of 22 
illustrations are each labelled ‘‘Fresh unfixed and formalin fixed frozen 
sections’? without any further description or information. W. G. Barnard. 


Brain tumour occurring during pregnancy with eclampsia-like symptoms. 
W. Hirntumor und Schwangerschaft. Zentralb. f. Gynikol., 
1929, 53, PP. 422-428. 

A case, in which the patient, a primipara of 26, showed signs and 
symptoms attributable to eclampsia, is described. A full-time living child 
was delivered by Czesarean section, but the mother died two days later. At 
necropsy a cholesteatoma of apple size was found in the right cerebral 
hemisphere. There had been no localizing signs during life, and the case 
illustrates the difficulties which may arise in the diagnosis of brain tumour 
during pregnancy. F. Cavers. 


Congenital sacrococcygeal tumours. E. Risak. Zur Kenntnis der neuro- 
epithelialen Geschwiilste der Kreuzsteissbeinregion. Arch. f. klin. Chir., 
1928, 150, pp. 390-399. J. P. TouRNEUX and CaLvE. Kyste dermoide 
suppuré de la région sacrococcygienne. Presse Méd., 1930, 38, p. 121. 
C. Luccront. Teratoma sacrococcigeo a svillupo anteriore simulante 
una calcolosi vesicale. Arch. di. Radiol., 1929, 5, pp. 393-395. 

After a severe fall, Risak’s patient, a woman of 58, noticed a tumour 
of child’s-head size on her buttock. The growth was easily removed and 
proved to be a gliomatous neuroepithelioma. These tumours arise from 
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embryonic tissue, which in adult life is found only in the lining of the ven- 
tricles of the brain and the central canal of the spinal cord; they appear to 
occur only in females; they usually show, as in the case here described, a 
peg-like process (? remains of the embryonic neurenteric canal) extending 
from the tip of the coccyx to the rectum and making the latter immobile; 
and there is frequently a history of injury, after which the tumour is first 
noticed or grows considerably in size. . 

Tourneux and Calvé describe the case of a girl of 18 who had a cherry- 
sized tumour in the sacrococcygeal region; this had been first noticed 
at the age of two years but had recently become fistulous and discharged 
pus. Excision showed the tumour to be a suppurating demoid cyst, show- 
ing no relation to the spine itself and containing a tuft of hairs, while its 
wall consisted of epidermis with hair follicles and sebaceous glands. 

Luccioni describes a similar case, in which the tumour projected so far 
forwards in the cavity of the pelvis as to simulate a large vesical calculus, 
nothing abnormal could be detected on cystoscopy, but X-ray examination 
after lipiodol filling of the bladder showed the tumour as a shadow lying 
behind the bladder and close to the anterior surface of the sacrum. 


F. Cavers. 


Intraspinal metastasis from uterine carcinoma, causing compression of conus terminalis. 
Roussy and Kyriaco. Syndrome du céne terminale par métastase d’un 
épithélioma malpighien de l’utérus. Presse Méd., 1929, 37, p. 932. 

The authors describe a case in which a woman with inoperable uterine 
cancer showed rapid development of signs of involvemment of the conus 
terminalis, ending fatally a few weeks after painless flaccid paraplegia 
set in. The symptoms showed that the cord lesions were situated in the 
lumbar and sacral regions. Necropsy showed an intraspinal metastasis 
beginning at L3 and extending to the sacral portion of the cord. Such 
metastases are of rare occurrence. F. Cavers. 


After-results of the operative treatment of endometriomata. A study of forty-one cases. 
C. D. Reap and F. Rogurs. Proc. Roy. Soc. Med. (Sect. of Obst. and 
Gyne@col.), 1929, 22, pp. 1441-1451. 

The results of operative treatment in the above cases are shown to be 
satisfactory. The treatment may be either radical or conservative. In 
the former class are the cases treated by hysterectomy or bilateral odphorec- 
tomy or both measures. Under the latter are included cases in which local 
excision or removal of only one ovary has been practised. 


No. oF 
TREATMENT Opaeatioxs CuRED IMPROVED No RELIEF 


Conservative ... a 21 15=71% 4=19% 2=9% 
Total 43 34 6 3 


The method of treatment is influenced by (a) age—the younger the patient 
the greater is the indicaticn for conservative treatment; (b) the extent of 
the lesion, especially in relation to age and the presence of mechanical 
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symptoms ; (c) site—ovarian and uterine endometriomata may be treated 
by either method dependent on the above factors. In the rectovaginal 
space, if accompanied by uterine or ovarian involvement, endometriomata 
require radical teratment. Scar and umbilical forms may be satisfactorily, 
treated by local excision. The utility of radium treatment is at present 
undecided, but in rectovaginal, scar and umbilical cases it appears suitable. 
H. J. B. Fry. 


Primary carcinoma of Fallopian tube. P. Z. KotiaRtcHouK. Vopr. Onkol.,. 

Kharkoff, 1929, 2, pp. 222-229. 

From his observation of two cases of primary tubal cancer, both ending. 
fatally with pulmonary metastases, and a review of the available literature 
the author concludes that this lesion arises in Fallopian tubes already the 
seat of chronic inflammation, and that it is an extremely malignant type 
of growth. It is prone to early and widespread metastasis, secondary 
deposits in the lungs being among the mon frequently met with and 
rendering the prognosis hopeless. B. A. Perott.: 


Influence of radium and Roentgen rays on the fat metabolism of cancer pettitata: 
K. Kraus. Zur Frage der Wirkung von Radiumund Réntgenstrahlen 
_auf den Fettstoffwechsel der Krebskranken. Biochem. Zeits., 1930, 220, 
pp. 204-209. (Karls-Universitat, Prague). 

Ten patients with inoperable uterine carcinoma showed a diminution in 
the cholesterol of the serum (0.02 to 0.10 grm. in Ioo c.c. serum; normal, 
0.15 grm.). After radiation with radium or X-rays the cholesterol was 
increased, but only in one case to a level higher than the normal figure. 
The total unsaponifiable material and the fatty acids of the serum are 
likewise increased by radiation. E. L. Kennaway. 


On radiation therapy in cancer. A. T. Topp. Lancet, 1930, 1, pp. 906-908. 

(Bristol Royal Infirmary). 

In this discussion of the theoretical basis of radium therapy the author 
admits that radiation affects the cancer cell adversely, probably by inhibitory 
action on mitotic division, but considers that the immediate action may be 
less important than the action of radiation on the other tissues of the 
body. He instances the possible local action on the ‘‘junction tissue’”’ or 
stroma and the general action on those parts of the mesoblastic tissues 
which are concerned with defence mechanisms, especially certain cells of 
the blood and the cells of the recticulo-endothelial system. In the present 
state of our knowledge these can only be regarded as circumstantial specu- 
lations. As the author points out, their acceptance would entail further 
modification of radiation technique in the direction of smaller doses for 
longer times, or at repeated intervals, and also greater screenage. 

C. E. Dukes. 


Technique of treatment of carcinoma of the cervix by means of radium needles. 
M. DonaLpson. Proc. Roy, Soc. Med. (Section of Obst. and Gynecol.), 
1929, 22, pp. 810-814. 

The technique used has been to insert, after removal of a small piece of 
growth for microscopy, 50 mgrm. of radium element in 22 needles in and 
around the growth. The needles were of two varieties : 16 small needles 
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containing 2 mgrm,. of radium element, active length 3.2 c.m., thickness 
of wail 0.5 mm. of platinum ; six large needles each containing three mgrm. 
of radium element, active length 4.3 cm., thickness of wall 0.5 mm. of 
platinum. The small needles are placed around or in the growth, the larger 
needles in the fornices, passing upwards and outwards into the base of the 
broad ligament. The vagina is packed with gauze soaked in 1 in 4,000 
flavine solution. Gauze and needles are removed after 144 hours. The 
factors influencing the survival rate of these cases are discussed. The 
problem of destroying the advancing edge of the growth has been attacked 
both by deep X-rays and by intra-abdominal radium by means of needles 
inserted around the pelvis, from one sacro-iliac synchondrosis to the other, 
at intervals of 1.5 cm. The abdomen is closed for a week and is then 
reopened and the needles removed. Sixteen cases have been treated in 
this manner. Statistics are given of the survival rates of 184 cases, 
classified in the categories suggested by Régaud. Hi: J. Bs-Ety. 


Roentgen treatment of uterine fibromyomata. F, C. Woop. Journ. Amer. Med 

ASS0C., 1930, 94, pp. 601-605. 

Many uncomplicated fibromyoimata are still removed surgically which 
could perfectly well be treated by Roentgen irradiation. The advantages of 
the X-rays are the lack of risk, the simplicity of the treatment, the certainty 
of the results, and the low cost to the patient. Treatment with radium is 
more complicated, and since it is a minor surgical operation requires 
hospitalization. 

In young patients myomectomy is preferable as permitting future 
pregnancies, and surgery is indicated for patients with ovarian disease and 
inflammatory complications. C. E. Dukes. 


X-ray treatment of sarcoma of the uterus. A. BECLERE. Sarcome de 1’utérus 
et roentgenthérapie. Presse Méd., 1930, 38, p. 72. Discussion by FaurE, 
Dovay and SirepEy. (Scc. d’Obst. et de Gynécol. de Paris). 

Béclére described the case of a woman of 59 who was given X-ray 
treatment for a large tumour of the uterine body.- The tumour rapidly 
regressed, but after five months of cure there appeared symptoms of verte- 
bral metastasis, and death occurred ten months after disappearance of the 
uterine tumour. é 

In the ensuing discussion Faure remarked that despite the rarity of 
uterine sarcoma it was advisable in case of doubt to perform a laparatomy 
and to use radiotherapy only if the tumour proved to be inoperable. Douay 
had frequently found it difficult to diagnose uterine sarcoma histologically, 
especially from excision and curettage material, hence it was difficult in 
such cases to decide the form of treatment advisable. Siredey considered 
that operation should be promptly performed in all cases of (1) fibromata 
appearing after the menopause, (2) fibromata that had long been stationary 
and began to grow in size at or after the menopause. F. Cavers. 
Sarcoma attributed to X-ray injury. G. HOoLzKNEcCHT. Bemerkungen zu 

der Arbeit H. J. Alius ‘‘R6ntgensarkom” im 143. Bande. Bruns’ Beitr. 

z. klin. Chir., 1929, 147, p. 671. 

The author refers to a case of sarcoma described by Alius (see Cancer 
Review, 1929, 4, Abstract, go2) as resulting from X-ray treatment. He points 
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out that of the thousands of patients who have been given X-ray therapy 
sarcoma has very rarely been reported as occurring in the irriadiated tissues, 
and that the incidence of sarcoma is probably no greater among such 
patients than among those not given X-ray or radium treatment. He also 
states that histological examination of skin injured by X-rays, especially 
when ulceration occurs, has frequently shown the presence of connective 
tissue proliferation which might be mistaken for sarcoma but which 
was proved by the subsequent history of the cases to be non-malignant. 
F. Cavers. 


Clinical data with respect to cancer of the uterus. N. KaxkuscHkin. Einige 
klinische Angaben zur Frage des Uteruskrebses. Zentralb. f. Gyndkol., 
1930., 54, pp. 687-695. (University of Saratow.) 

The author first tabulates the numbers of female patients who attended 
the out-patient department and the numbers of those suffering from cancer 
of the uterus for the years 1913-1926. The total number of patients was 
19,285 and of these 524 had cancer of the uterus, 2.7 per cent. There is 
no obvious upward trend of the annual percentages. Of 200 patients 
interrogated, 71.5 per cent were found to be living under unfavourable 
conditions. Of the 524 patients, 4.5 per cent had never been pregnant 
and 57.3 per cent had borne five or more children. In 33.5 per cent of the 
patients evidence of abortion was obtained. In 24.4 per cent the women 
who, up to the age of 30, had borne several children, had none afterwards. 
Data of 356 patients treated in the wards show that 4o to 50 is the most 
strongly represented age group. According to a table dealing with 494 
cases, in only 13.8 per cent did the disease occur within three years of the 
last confinement, in 78.7 per cent the interval was at least five years, in 
23.7 per cent more than 20 years. It appears that a majority of cases occurs 
among women in the decline of their sexual activity who have borne many 
children and suffered from puerperal infection. The author cannot give 
statistics of the results of operation, but, judging from the numbers of women 
coming back with recurrences of the disease, the results are not unsatis- 
factory. More than 60 per cent of the recurrences are within a year of 
operation, more than 20 per cent within the second year. 


M. Greenwood. 


The end-results of treatment of cancer of the cervix uteri. C. CrauBERG. Die 
Dauerresultate der Collumkarzinombehandlung in der Kieler Uni- 
versitats-Frauenklinik 1917-1922. Zentralb. f. Gynikol., 1929, 53, pp. 
2339-2347. (University of Kiel). 

This paper deals with the experience of the years 1917 to 1922. In all 
380 patients were treated ; of these 107 (28.2 per cent) were alive and free 
from signs of cancer five years after treatment. 

Patients were carefully traced and all those who could not be traced 
have been assumed to have died. In 148 cases, Wertheim’s operation 
was done (21 deaths following operation); in 12, vaginal extirpation 
(no deaths following operation). In 48 cases of the operable class radium 
was used. Radium combined with X-ray treatment was used in 150 
inoperable cases. With regard to the radium treatment it is not possible 
to state the exact dosage of radium element. Returning to the operable 
cases, it appears that of the 148 patients treated by the Wertheim method, 
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64 were alive and free from recurrence at the end of five years. Of those 
subjected to the vaginal operation, 12.6 were alive and free from recurrence 
after five years. Of 48 patients with operable disease subjected to X-ray 
treatment, 21 were alive and free from recurrence after five years. Of 150 
patients with inoperable disease submitted to X-ray treatment, 16 were alive 
and free from recurrence after five years. A comparison of the results of 
1910-1916 with those of 1917-1922 brings out the following points. In the 
latter period the operability was less, as was the primary mortality in cases 
of operation ; the proportions of patients surviving five years differed little; 
the number of operable cases in which X-ray treatment was adopted in 
preference to operation was much larger in the more recent period: 

Some data are given of the survival after ten years; of 53 patients 
alive after five years, 39 still survived at the end of ten years. 

[The change in the proportion of operable cases, between the two periods, 
from 70.6 per cent to 54.7 per cent is so large that a specific statement 
that the criterion of operability was not varied would have been welcome, 
since any change would affect the author’s contention that greater resort 
to radiation certainly had no unfavourable effect.] M. Greenwood. 
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REPORTS OF SOCIETIES. 


THE ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY. 


A Meeting of the Section was held on March 2ist, 1930. The president, 
Mr. ARTHUR GILES was in the Chair. 


A communication was read from Dr. J. Eastcourt HucGurs ‘and 
Professor CLELAND, of Adelaide, South Australia, on 


A CASE oF HyYDATIDIFORM MOLE WITH MULTIPLE SMALL SYNCYTIAL 
INFARCTIONS OF THE I,UNGS. 


Mrs. C., a married woman with two children, was admitted to the 
Adelaide Hospital with a history of two weeks vaginal hzmorrhage 
following a period of amenorrhcea. Increasing weakness, shivering, 
marked shortness of breath, and a lump in the abdomen which rapidly 
increased in size, had been noticed four days before admission On 
examination her temperature was 98°, her pulse rate 104, and some 
cyanosis was noticed. An abdominal tumour reached nearly to the 
xiphisternum, but showed no characteristic features of pregnancy, but a 
uterine souffle. A rapid increase in cyanosis took place a few hours after 
admission with drowsiness, culminating in death. No active treatment was 
adopted to empty the uterus, but the passage of a probe and vaginal 
plugging. 

The post-mortem findings were: The uterus contained a hydatidiform 
mole ; the lungs showed considerable areas of collapse, and the alveoli were 
filled with red blood cells, as in multiple infarctions of the lungs. Large 
masses of syncytium were found in the alveolar capillaries in these areas. 
The spleen contained a small syncytial mass. 

Death was due to collapse of areas of the lung with infarction from 
extensive flooding of the pulmonary circulation with masses of foetal 
syncytium. 

The paper was discussed by the PRESIDENT and Dr. JAMES YOUNG. 

Professor FLETCHER SHAW read a paper upon 

THE TREATMENT OF GENITAL PROLAPSE. 


He pointed out that there was now general agreement that the uterus was 
held in position by the pelvic floor, and that prolapse of the uterus, or 
vaginal walls, could only occur if this tissue was damaged or weakened. The 
rational treatment then is to repair and strengthen these damaged ‘tissues in 
the way colporrhaphy allows. He gave a short history of the operation, and 
recalled the fact that Donald first commenced to treat prolapsus uteri by 
colporrhaphy in 1888, since when the operation has been almost the sole 
method of treatment of this condition in the Manchester school. He 
described the operation by means of diagrams and a cinematograph film. 

He had attempted a ‘‘follow-up’’ of a large number of cases operated 
upon from three to seven years before this date, and had received 293 
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replies, with the following results: non-recurrence, 282 (96.2 per cent) ; 
recurrence, 11 (3.2 per cent). He pointed out that many patients who were 
made comfortable with a pessary in their youth, became miserable after the 
menopause, when muscular atrophy still further weakened the supporting 
structures, and colporrhaphy was an operation frequently performed in 
women over 60 and 70 years of age with the happiest of results. If the 
pelvic floor, after this operation, underwent the strain of labour there was 
always the possibility of recurrence, but if time was given for the tissues to 
dilate, a large percentage did not show any recurrence. For many years the 
Manchester school had treated genital prolapse in young and old, parous 
and nulliparous, by colporrhaphy alone with the happiest results : it was 
the rational treatment, and he felt sure if all gyneecologists gave this 
method a good trial all other treatment of this condition would be 
abandoned. 
Dr. ARTHUR E. GILES read a paper on 


THE EFFECT OF HYSTEROPEXY UPON A SUBSEQUENT PREGNANCY AND OF A 
PREGNANCY UPON A PREVIOUS HYSTEROPEXY. 

He described his method of performing hysteropexy, by which three 
sutures of stout silk are passed through the anterior surface of the uterus 
as low down as possible, and through the peritoneum, muscle and fascia. By 
this method the body of the uterus is left free to expand in pregnancy, and 
no complication results. Of 1,424 hysterectopexies performed, 765 were 
performed in married women of 4o and under. A considerable number 
of women could not be traced. Of those traced, 107 became pregnant, 
and between them had 139 pregnancies. These resulted in 110 deliveries 
at full time, 24 miscarriages, while five were still pregnant when last seen, 
and the result therefrom was unknown. On an analysis of the miscarriages, 
it was concluded that none were due to the operation. The results of the 
labours were: natural labours, 50 cases; forceps delivery, 10 cases; 
induction for contracted pelvis, two cases; Czesarean section, two cases; 
unknown, two cases. Regarding the effect of pregnancy on a previous 
hysteropexy, in 67 cases after a full time confinement, two showed a return 
of the displacement. In 189 cases in which no pregnancy had occurred, the 
uterus had remained in good position in 179, and there was recurrence 
in ten. 

Mr. T. G. STEPHENS remarked that he associated himself with Professor 
Fletcher Shaw in everything he had said as to his treatment on prolapse. 
There was absolutely no need to open the abdomen in order to cure the 
majority of cases of prolapse. In about two per cent of cases he found 
it necessary to perform hysteropexy or Gilliams’ operation on account of 
persistent retroflexion of the uterus. This addition was, however, strictly 


_ to cure the retroflexion, which he believed was associated with backache 


of a severe character in some cases. He deprecated the teaching of those 
who often performed hysteropexy in addition to colporrhaphy as likely to 
lead to misuse of the former operation in inexperienced hands. 

Mr. I,. C. Rivetr rejected the suggestion that at the Chelsea Hospital 
it was held that hysteropexy alone would cure prolapse. He considered 
that the combination of a plastic vaginal operation and hysteropexy 


fulfilled what he considered the chief desideratum—to make the patient 
comfortable. 
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Sir Ewen Mac EAn recounted a case in which after hysteropexy followed 
by pregnancy, the cervix was discovered, with difficulty, above the level of 
the pelvis in the right illiac fossa. Iaparatomy showed the fundus to be 
anchored low by thick band, and the foetus accommodated in a sacculation 
of the posterior wall. Czesarean section was successfully performed. 

Dr. James YounG considered hysteropexy anatomically unsound, 
because it could in no way support the prolapsed bladder and vagina, and 
downward descent of the cervix could still occur after its performance. 
Satisfactorily performed, plastic repair operations made hysteropexy 
unnecessary, and eliminated the risk of adding an abdominal section. He 
expressed scepticism of the low mortality of both Dr. Giles’ and Professor 
Fletcher Shaw’s experience, as individual deaths over a long period of 
years were easily overlooked. 

Mr. CLirForRD WHITE advocated plastic vaginal operations, but 
mentioned his experience of having two deaths from pulmonary embolism 
after these operations. In his opinion hysteropexy was bound to prevent 
the proper expansion of the bladder. He emphasized the great discomfort 
of an abdominal as well as a perineal incision at the same time. 

Professor Freston Maxwell, Dame Louise McIlroy, Mr. W. Gilliatt, Dr. 
Theobald, Mr. Gwillim, and Mr. Everard Williams also spoke. 

The President (Mr. Arthur Giles), in his reply, agreed with Professor 
Fletcher Shaw as to the badness of hysterectomy as a treatment for pro- 
lapse. He deprecated amputation of the cervix in every case, maintaining 
that hysteropexy rendered this generally unnecessary. He had not gone 
into full details in the limited scope of his paper, but naturally when 
hysteropexy was done for prolapse, it was combined with plastic vaginal 
operations as well, 


A meeting of the Section was held on May 16th, 1930. The President, 
Mr. ARTHUR GILES was in the Chair. 


Dr. F. J. Hecror read a short communication on 
A CASE OF ENDOMETRIOMA. 


Miss E. S., the patient, was aged 26. She was admitted to the Chelsea 
Hospital for Women in September, 1921, under the care of Mr. Arthur 
Giles. She complained of dysmenorrhcea. On examination the uterus was 
found to be retroverted, and it could not be replaced; the cervix was 
normal, and there was no vaginal discharge. At the coeliotomy many 
adhesions were found, especially on the left side. The case was treated 
by, left salpingc-oiphorectomy and ventral fixation of the uterus. The 
pathological report stated that the ovary contained lutein and follicular 
retention cysts, while the excised Fallopian tube was chronically inflamed. 


She was readmitted in July, 1922, complaining of pain in the left iliac 
fossa and dysmenorrhcea. Sub-total hysterectomy was performed, after 
freeing the adhesions between the left broad ligament and the pelvic colon. 
A hard mass in the base of the left broad ligament had caused the left 
ureter to be kinked, dilated, and occluded. The left kidney was cystic. 
The occluded portion of the ureter was resected and end to end anastomosis 
was performed. The pathological report said that the uterus contained a 
soft interstitial fibroma and polypoid endometritis, 
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She was readmitted in November, 1926, complaining of an offensive 
brown vaginal discharge, which was occasionally blood-stained. On 
vaginal examination a polypus, the size of an almond, could be felt pro- 
truding from the external os. The polypus which was undergoing systic 
degeneration, was removed. It was growing from the left fornix of the 
vagina. 

The patient was again readmitted in June, 1929, complaining of 
vaginal hemorrhage, which she had noticed for the. past 14 months. Per 
vaginam, a bunch of fleshy polypi was found to be growing from the cervix 
and from the superior part of the left vaginal wall. The left fornix of the 
vagina was indurated and bled on examination. Three friable cystic 
polypi were removed, one from the external os, and two from the left 
vaginal fornix. The pathological report stated that the polypi were com- 
posed of endometrial tissue embedded in a fibrous stroma. 

The patient was seen in January, 1930. She complained of a continua- 
tion of the irregular vaginal hemorrhage, and of pain in the left thigh, 
and on micturition. An indurated plaque was felt in the left vaginal fornix. 
She was recommended for radium treatment. 


Dr. THEOBALD read a paper on 
THE TOX.-EMIAS OF PREGNANCY—A NEW CONCEPTION. 


Dr. Theobald commenced his paper by offering evidence to show that 
eclampsia can be accounted for neither by placental toxin, nor by any func- 
tional or organic defects of the kidneys. He claimed that the albuminuria so 
often associated with pregnancy and labour was caused by pressure or 
traction on one or both renal veins. His view of the toxaemias was that 
they were all caused by toxins, absorbed from the intestinal canal, which 
were not detoxicated owing to a breakdown in the defences of the body. The 
toxins absorbed were in excess of normal because of the intestinal stasis 
caused by the bulk. of the uterus. The bulk of the uterus also prevented 
the proper absorption and assimilation of food and of those substances 
needed by the liver for the defence of the body. The liver had to carry 
out functions not only for the mother, but also for the foetus. There was 
considerable evidence to suggest that the ionized calcium in the blood was 
the most important chemical used by the liver in its detoxicating functions. 
The foetus required large supplies of calcium during the last four weeks 
of pregnancy, and this and other demands for calcium lower the ionized 
calcium in the blood and allow the liver to become damaged. The meta- 
bolism of meat is interfered with of the liver is damaged, so that an increase 
of guanidine occurs in the blood. Guanidine is antagonistic to calcium, and 
lowers the blood sugar. The toxremias of pregnancy, he claimed, are 
merely different expressions of a damaged liver. 

He then gave a résumé of various experiments he had carried out on 
dogs, the most significant of which were of a dietetic nature. He showed 
that if dogs are fed on a lean meat and water diet certain pathological 
changes result. The kidneys show a parenchymatous degeneration 
especially affecting the convojiuted tubules. The liver shows severe 
degeneration of all types, recent and hyaline thrombi of the veins and 
capillaries, and areas showing cellular necrosis and hemorrhages in the 
periphery of the tubules. These changes occurred whether the dog was 
pregnant or not, but more rapidly in association with pregnancy. He also 
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found that such a diet caused death of the foetiis, if given at the beginning 
of pregnancy, and suggested that human abortions, for the majority of 
which no adequate explanation could be offered, might be caused by 
incomplete diets. 

It followed from these contentions that eclampsia could be eliminated. 
It was necessary to see that a woman when pregnant took a diet with a 
relatively low protein content, but rich in calcium, iron, and iodine, and 
containing a rich supply cf the vitamins. It was also necessary to prevent 
intestinal stasis, preferably by suitable diets, but if necessary by adminis- 
tering liquid paraffin. 


At the Meeting of the Section, held on Friday, June 20th, 1930, with the 
Fresident, Mr. ARTHUR GILES, in the chair, Mr. A. J. WRIGLEY read a paper 
on 


THE PATHOGENIC ANAEROBIC BACTERIA AND PUERPERAI, INFECTION. 


He gave the results of a series of bacteriological examinations for 
anaerobic organisms, especially B. Aerogenes Capsulatus, in pregnancy 
and the puerperium. 

Among sixteen deaths at St. Thomas’s Hospital from puerperal sepsis 
in the years 1922-27, six showed generalized gas gangrene present at the 
post-mortem examinations. In fifty cases of normal pregnancy, the 
cervical canal was examined at the beginning of labour, but in none was 
the B. Aerogenes Capsulatus found to be present. 

In 100 cases with normal pregnancies, labours, and puerperia, the 
lochia were examined without finding the B. Aerogenes Capsulatus. The 
examination of the lochia took place on the second, sixth, and sometimes 
the ninth day of the puerperia, so that about 250 examinations were made. 
The lochia of sixty-nine cases, in which pregnancy, labour, or the puer- 
perium were abnormal, were also examined. The B. Aerogenes Capsulatus 
was isolated in thirteen cases of this series. In four cases of this series 
the infection was severe and general. The bacili were found in the 
placenta and fcetal tissues, and were present in the lochia until the 
patients either died or recovered. In all these cases there had been gross 
intra-uterine manipulations, and the child had been dead for some time, 
and retained in the uterus. 

In a second group of four cases the infection was present, but was less 
severe. In this series, though the child was dead in utero, manipulations 
were of such a character that it was believed that little damage could have 
been done to the mother’s tissues. In three of this second group, though 
the B. Aerogenes was present in the foetus, placenta, and lochia, the 
puerperium was clinically normal. In the fourth, a case of eclampsia, 
the B. Aerogenes was found in the foetus and placenta. Death took place _ 
six hours after delivery. B. Aerogenes was found in the maternal heart 
blood immediately after death, and in all the maternal organs post-mortem. 
It was suggested that in this case the toxaemia predisposed to the general- 
isation of the infection. 

In a third series of four cases, with little manipulation, although the 
dead foetus was retained in the uterus for some days, RB. Aerogenes was 
found in the placenta in all cases, in the foetus in two, and in the lochia 
in all cases, The puerperium was clinically normal, and there was no 
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evidence of involvement of the maternal tissues in this series. A factor 
common to all the three groups of cases of B. Aerogenes infection was that 
the foetus was dead and retained in utero for some time; while in the first 
and most serious group, there was considerable intra-uterine manipula- 
tion, after which the dead foetus was retained in the uterus for 
some hours. 

It was held that the infection was not blood borne, but cotveyed from 
the perineum as the result of manipulation, and that the organisms 
somehow reached the foetal tissues, and proliferated under favourable con- 
ditions therein. It was suggested that as the signs and symptoms were 
difficult to recognize early in the infection, or might be masked by a 
pyogenic infection, a careful examination should be made of the placenta 
and foetus for B. Aerogenes in cases in which intra-uterine manipulation 
took place with a dead foetus in the uterus. The lochia should also be 
examined every twelve hours until anaerobic infection could be excluded. 
The abundance of the bacteria in a standard amount of the discharge was 
clearly a point of importance in diagnosing infection. Gentle manipula- 
tions for delivery in suspect cases were advocated, and the prophylactic 
administration of the appropriate antitoxin. Surgical intervention for the 
removal of infected tissue was not advised. 


Mr. Wrigley’s paper was discussed by Mr. Eardley Holland, Dr. Ivens- 
Knowles, Dr. Colebrook, and Mr. Wyatt. 


Dr. H. K. GRIFFITHS read a short paper on a 


LITHOPEDION. 


The patient had an attack of abdominal pain in January, 1929, follow- 
ing one month’s amenorrhoea, and a severe attack of pains with uterine 
haemorrhage in June, 1929, believed to be a miscarriage. Menstruation — 
was re-established regularly from July, 1929, to February, 1930, when the 
patient was admitted to hospital with a diagnosis of fibroids. X-ray 
exainination showed the tumour to be a lithopeedion, as had been sus- 
pected on bi-manual examination. The foetus was lying among coils of 
small intestine covered by omentum. The right Fallopian tube, showing 
the site of rupture, and the ovary with appendix adherent, were removed. 
Uneventful recovery took place. 


Dr. H. K. Griffith also read a short paper on a 


PREGNANCY IN ONE HORN OF A BICORNATE UTERUS. 


Amenorrhcoea had lasted twelve months, all but a week. On March 2nd, 
1927, the membranes ruptured and meconium was passed, but no labour 
pains occurred. The uterus was felt closely embracing the foetus, which 
was alive; the cervix was high up and continuous with the tumour, while 
meconium was escaping from the external os, which admitted a finger. 
A boggy mass was felt in the left lateral fornix, not continuous with the 
cervix. 

The child was found at laparotomy lying in the right horn of the 
uterus, which was bicornate. The child was removed in white asphyxia 
by incising the horn and suturing it. The left horn, which contained 
fibroids, was removed. The child survived for twenty days, and 
succumbed, probably to umbilical sepsis. The mother recovered. 
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Mr. EarRDLEY HOLLAND showed (1) A case of secondary melanotic sar- 
coma of the placenta with transmission of growth to the foetus, with 
specimens and drawings ; and (2), with Dr. Brewis, six specimens of recent 
interesting cases of fibromyomata of the uterus. 


Dr. J. BAMrortH showed: (1) An unusual tumour of the uterus; (2) 
Early carcinoma of the endometrium; (3) Endometrioma of the abdominal 
wall. 


Dr. IvENS-KNOWLES showed a specimen of recurrent melanotic sarcoma 
of the clitoris. 

Mr. Riverr showed: (1) A specimen of a uterus removed from a case 
of intractable bleeding in a woman of twenty-eight who had been 
previously treated with radium; (2) A cervical fibroid removed from a 
woman weighing nineteen stone. 


A ineeting of the Section was held on October 17th, the President, 
Sir Ewen MACLEAN, in the Chair. 


Dr. GILBERT STRACHAN read a paper on 
VAGINAL METASTASES IN UTERINE CARC{NOMA, 


In a series of 30 cases of carcinoma of the body of the uterus, 
Dr. Strachan found vaginal metastases in 16.7 per cent. One case belong- 
ing to Sir Ewen Maclean was added. His cases fall into three categories. 
In the first category are the two cases in which vaginal metastases were 
present before operation, when the patients were first seen. In one of 
these curettage had been performed two weeks previously. In the second 
category are three cases in which vaginal metastases were discovered for 
the first time after hysterectomy. The intervals between the hysterectomy 
and the discovery of the metastases were six months, five months, and 
nine years respectively. In the last case, while the original condition of 
“cancer of the womb ’”’ could not be verified, the presence of an adeno- 
carcinomatous nodule in the vagina lent support to the history. In the 
third category is the single case in which adenocarcinoma was first found 
in the vagina and only eight months later in the uterus. In none of these 
cases was there any submucous vaginal infiltration extending downwards 
from the uterus. Three main methods of metastatic formation occur; by 
direct implantation, by lymphatic extension, or by blood-stream transfer- 
ence. Dr. Strachan discussed at some length the various types of 
metastatic extension and their influence upon prognosis and treatinent. In 
cases of metastatic deposits with early carcinoma of the body, considera- 
tion has to be given as to whether hysterectomy is justified, and, if per- 
formed, whether it should be followed by radiation, excision of the vaginal 
nodule, or by removal of the vagina. Dr Strachan’s inclination is against 
hysterectomy in these cases. He stressed the necessity of carrying out a 
careful examination of the vaginal mucosa in all cases of carcinoma of the 
body of the uterus. The occurrence of metastatic nodules in the vagina in 
cases of carcinoma of the body of the uterus constitutes not only an interest- 
ing pathological problem but it is, at the same time, an important clinical 
lactor, as it represents a prognostic feature of grave omen in what might 
otherwise be a favourable case. The PReEsIpENT said the facts of his case, 
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included in Dr. Strachan’s series, were as stated by Dr. Strachan. He 
would add another case in which the patient, who was a woman aged 68 
with one child, was seen by him. She gave a history of blood-stained 
vaginal discharge for four months and no other symptoms. Hysterectomy 
was not permitted although the exploratory curettage revealed typical 
adenocarcinoma of the body of the uterus. Forty-five millicuries of radon 
were inserted into the cavity of the uterus for 24 hours. One month later, 
nodules were found in the lower part of the vagina which on microscopical 
examination were found to reproduce the histology of the uterine 
scrapings. Three months after the original investigation, sub-cuticular 
nodules appeared in the calf of the left leg, in the anterior margin of the 
left axilla and in the left supra-sacral region. These, too, were found to 
show the same histological appearances as the vaginal nodules and the 
uterine scrapings. Dr. Roy described a case of carcinoma of the body of 
the uterus with vaginal implantations, and two cases of cervical cancer 
with recurrent vaginal growths. He suggested that curettage may 
disseminate cancer cells. Dr. FAIRBAIRN discussed the mode of dissemina- - 
tion in cases of cancer of the body of the uterus and considered the blood 
stream as the most common method, Dr. Strachan replied that lymphatic 
spread was the generally accepted view but that proof of this is not very 
definite. 
Dr. OXLEY read a paper on 


THE ORGANISATION AND METHODS OF PRACTICE OF THE East END MATERNITY 
HOSPITAL. 


Since it was established in 1884 the East End Maternity Hospital has 
been attended by 51,487 patients. The maternal death-rate was 1.35 
per cent. The present paper deals with the work of the last five years, 
comprising 10,376 cases, with a death-rate of 0.48 per cent from puerperal 
causes, or of 0.67. per cent including incidental causes. The hospital 
differs from many other hospitals in that the routine work is done by 
midwives, and the general practitioners, who form the staff, are only 
called to abnormalities Married women of the working classes are 
attended without any selection on medical grounds. Very few emergencies 
from outside sources are admitted, so that the patients form a true sample 
of the child-bearing population of the district. All pathological conditions 
occurring in its patients are attended to at the hospital. Ante-natal 
selection of abnormal conditions is made by the midwife in charge of that 
department. 

Details of work:  Occipito-posterior positions are considered to be 
serious abnormalities and they are the commonest indications for the 
applications of the forceps. Attempts to rotate the malposition antenatally 
meet with a qualified degree of success only. 

Breech presentations: Antenatal version is successful in about one 
half the cases. Great care in delivery is practised, with the result that the 
special dangers to the child, namely, birth trauma and asphyxia, are very 
much diminished and it is, therefore, suggested that cases should be left 
as breech, in teaching hospitals, in order to give the pupils as much 
experience as possible in breech emergencies. The induction rate is only 
1.2 per cent and the forceps rate only 2.9 per cent. There were no crani- 
otomies and only one Cesarean section was performed. The author 
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considered that in many hospitals an unnecessary number of obstetric 
operations is performed. Ante-partum hemorrhage, to the number of 121 
consecutive cases, was treated without a maternal death. This success he 
attributed largely to the routine use of saline injections. The incidence 
of sepsis was low and the means taken to guard against it he described. 
The treatment of local sepsis was in many cases carried out by curetting. 
The operation was successful and appeared to be free from danger. There 
were five deaths among the in-patients, two on the district, and three in 
emergencies. There were no deaths from eclampsia, from heemorrhage in 
booked cases, nor from sepsis following normal labour. The two deaths 
on the district were due to incidental and not to puerperal causes. Com- 
parison of the maternal death-rate with that of the two Metropolitan 
boroughs from which the bulk of the cases was drawn shows that the 
expected death-rate has been reduced by 75 per cent. The still-birth and 
neonatal death-rate have been reduced, but not by the same amount, and 
it is shown that the unknown causes of these two events account for at 
least 3 per cent of deaths. The successful work of the hospital was stated 
to be chiefly due to sympathetic co-operation between doctors, midwives, 
and patients, together with carefully thought out organization. 


The PresipEnT offered his congratulations to Dr. Oxley on his excel- 
lently compiled and well preserved paper, dealing with the records of a 
veritable obstetric oasis. The paper would attract wide attention and 
might tend to modify the insistence on some of the obstetric methods and 
equipment which, as teachers, they were wont to set forth. He was 
interested to notice that Dr. Oxley, with scientific candour, said that in a 
neighbouring institution, where the methods in vogue were substantially 
different from those employed by himself and his colleagues, the results 
in terms of mortality and morbidity were almost as satisfactory. He 
gathered that, while reference was made to benefit accruing from blunt 
curettage in certain of his cases with early pueperal pyrexia, Dr. Oxley 
would regard anything like routine curettage in puerperal infection as a 


dangerous procedure. He was sure that the paper would evoke a most 
helpful discussion. ; 


Dr. FAIRBAIRN said that the successful methods were those which en- 
couraged natural function. Mr. Riverr thought that the continuity of the 
methods of the medical and nursing staff and the tradition of the work had 
much to do with the success of the hospital. The early exploration of the 
uterus in cases of sepsis probably gives better results than when performed 
several days after the onset of the symptoms. Mr. Wyarr said that he 
congratulated Dr. Oxley on his paper but with regard to the curetting of 
the uterus for cases of local uterine infection, he thought it a dangerous 
procedure unless in very skilled hands. He himself had had over 500 cases 
of local uterine infection to treat in the North and South-Western Fever 
Hospitals, and no intrauterine manipulations had been made with the 
exception of injecting sterile glycerine. All these patients had done well; 
those who had taken longer than usual to settle down were not seen until 
the infection had been present for some days. With regard to the cause of 
death when the foetus was born macerated, at St. Thomas’s Hospital in 
over 50 per cent of cases signs of syphilis were found either in the foetus 
or in the parents. Dr. THrosaLp did not agree that local interference with 
the uterus in sepsis was advisable. 
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Dr. OxLEy in his reply said that in deference to those present, he would 
insert in the text before publication a warning as to the dangers of curett- 
ing in unskilled hands. 


THE NORTH OF ENGLAND OBSTETRICAL AND GYNA{COLOGICAL 
SOCIETY. 


A Meeting was held at Leeds on Friday, 11th April, the President, 
Dr. J. W. Burns, being in the Chair. 


Dr. J. W. A. Hunter (Manchester) read notes on 
SomME CASES OF DIFFICULT MIDWIFERY UNDER SPINAL ANA‘STHESIA, 


He said that this paper was intended neither as a complete review of 
the uses of spinal anzesthesia in midwifery, nor as an advocacy of its use 
in general practice, nor its widespread use in specialized obstetrics ; 
he merely hoped to demonstrate its value as an anesthetic in certain cases 
of difficult midwifery of the type more frequently encountered by, or passed 
on to, the specialist. Its application was limited, but in a certain small 
proportion of cases such as he was about to describe, we could, he thought, 
by its judicious use, better the prognosis when this is already grave. 

Spinal anzesthesia was not without its disadvantages and dangers. 
There was the difficulty of injection, which in midwifery may be 
accentuated by curvature of the spine, and the impossibility of flexing the 
spine on account of the abdominal distention. There may be a dangerous 
fall in blood pressure with collapse or paralysis of the diaphragm if too 
high a zone of anzesthesia were attempted. Infective meningitis was not 
unknown after its administration and unpleasant late sequelce such as squint, 
mental symptoms and paralysis have been recorded. Nothing might be 
more dangerous in midwifery than the indiscriminate and injudicious use 
of this form of anzesthesia, and he would like again to affirm that its use 
should be confined to a few cases in hospitals or nursing homes. 

It was now over four years since it was tried in the first of these cases. 
At that time little had been written with regard to spinal anzesthesia in 
operative midwifery, excluding Czesarean section, but lately, with the advent 
of Pitkin’s light solution of spinocaine and his technique, a fairly extended 
trial appears to have been given in normal cases, though not to the same 
extent as in the abnormal. For certain types of delivery spinal anzesthesia 
would appear to have undoubted advantages over general anzsthesia. 
There is no deep inspiratory and expiratory excursion, such as is frequently 
encountered with a general anzsthetic, which may add considerably 
to the difficulty of performing a version or difficult forceps application, 
nor is there any tendency for the patient to strain against the operative 
manipulation. Relaxation throughout the whole of the birth passages is 
much more complete, thus facilitating operative procedures and extraction. 
After delivery uterine retraction is exceptionally strong, more so than 
with general anzesthesia, consequently the risk of inertia during and after 
the third stage is lessened and the danger of post-partum haemorrhage 
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reduced. Further chest complications appear less likely to occur after 
spinal anesthesia thanafter general anesthesia. Admittedly, patients 
with chronic cardiac or pulmonary disease were about as liable to chest 
complications after spinal anesthesia as after general anzesthesia, but for 
a healthy patient who has a temporary acute anzesthetic bronchitis, as a 
result of one or several previous and badly administered anesthetics, and 
to whom another inhalation anesthetic might be fatal, spinal anzesthesia 
gives a better prognosis. Lastly, it was known that prolonged general 
anesthesia has an adverse effect on the child, but with spinal anesthesia 
the child is unaffected. 


Dr. Hunter said one of the types of case for which spinal anaesthesia 
seemed ideal was the difficult failed forceps case. The patient had had 
one, or possibly several prolonged anesthetics prior to admission, followed 
by an ambulance journey, possibly on a cold, wet night. Such a patient, 
when admitted to hospital, in addition to general shock, not infrequently 
already had pulmonary complications in the form of acute anzesthetic 
bronchitis or pulmonary cedema, and was not in a fit condition for another 
general anesthetic. It must have been the experience of all present to 
have seen such a patient die from pneumonia some days after a successful 
delivery. In such precarious cases there was a definite risk of post- 
partum heemorrhage which might be just sufficient to bring about a 
fatal issue after preternatural delivery, and as uterine contraction under 
spinal anzesthesia was ‘exceptionally good, this risk would appear 
to be lessened. Lastly, there was absolute relaxation, absence of all 
muscular spasm and respiratory movement for what may prove to be a 
difficult operative procedure. 


Another type of case in which spinal anzesthesia appeared to be of value, 
said Dr. Hunter, was the type on which he read a paper to this Society at 
Sheffield in 1929, in which there was a dry prolonged labour and a rigid 
undilating cervix not infrequently associated with some slight dispro- 
portion. The cervix failed to dilate, partly because the presenting part did 
not descend against it and partly on acount of rigidity, the end result being 
that both uterus and cervix tended to become tightly contracted down over 
the child. In the previous paper, incision of the cervix by two postero- 
lateral incisions, followed by immediate extraction of the child, was 
advocated. Performed under spinal anzesthesia there appeared to be less 
bleeding from the cervical incisions, very complete relaxation for the 
operative manipulation, and a lessened tendency to post-partum hzemor- 
thage. Moreover, as was found in one of the cases reported here, under 
the spinal anzesthetic the cervix relaxed very considerably and it was 
possible to deliver with the forceps after an easy manual dilatation of the 
cervix. 

The last type of case was one in which, during labour, there was severe 
cardiac insufficiency, especially when associated with a marked degree 
of pulmonary cedema. The question of general versus spinal anzesthesia 
in heart cases was too complex for discussion except by an experienced 
aneesthetist, though spinal anzesthesia did not appear to aggravate the 
already existing pulmonary condition to the extent which was found with 
ether anesthesia. Moreover, the tendency for the patient to strain against the 
operative manipulations necessary for delivery, such as was experienced 
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with light ether aneesthesia and which must throw additional strain on the 
already overtaxed heart, was completely absent under spinal anzesthesia. 

In all but one of the cases mentioned 1 c.c. of a heavy solution of 
stovaine was used. For the other case 1 c.c. of the light solution cf 
spinocaine was administered. With the stovaine the injection was made 
between the third and fourth lumbar vertebrze with the patient on her side, 
and no difficulty was experienced with the injection. The head and 
shoulders were kept raised on pillows for eight minutes and the patient 
was then put in the lithotomy position, the head being still raised on 
pillows. In no case did the patients have any sensations during delivery, 
and usually they were quite unaware that delivery had been completed. In 
some of the cases they were fast asleep owing to the exhaustion of a long 
labour. In no case were there any after-effects from the spinal anzesthesia. 

During the actual operation there were one or two points deserving of 
attention, and neglect of them might mitigate against complete success. 
Dr. Hunter said it is a mistake to pinch the skin with the forceps and 
to ask the patient if she feels it or if it hurts. It makes the patient conscious 
of the possibility of pain and may make her nervous and restless. If the 
legs are limp, when she is put in the lithotomy position, the clips may 
be applied without fear of causing any pain whatever and without the 
patient being aware of it. Rattling of instruments should be avoided and all 
mention of things, such as scissors and needles, should be guarded against. 
If the technique is good and these precautions-are strictly observed the 
patient will scarcely believe that delivery has been completed. 


Dr. Wi1.1AM Burns (Liverpool) read a paper on 
CAiSARIAN SECTION UNDER SPINAL ANA‘STHESIA 
which is quoted in full in the Lancet of May roth, 1930, p. 1012. 


The papers were discussed by Drs. Mo_KIn, GEMMELL, CHISHOLM and 
LeItH MurRAyY. 


Dr. A. M. Crave (Leeds) described a case of 


CASSAREAN HYSTERECTOMY FOR FIBROIDS ASSOCIATED WITH CONGENITAL 
RECTO-VULVAL FISTULA. 


Mrs. F., a primigravida, aged 34, first attended the antenatal clinic at 
the Leeds Maternity Hospital in October 1929. There was no previous 
medical history of note : menstruation had always been regular, three days 
every 28 days and not excessive. The course of the pregnancy had been 
normal except for a fortnight’s heartburn and sickness immediately prior to 
booking. She was about 26 weeks pregnant. On inspection of the vulval 
region there was a pigmented impervious depression at the normal site 
of the anus, and the lower end of the bowel opened on to the vulva, just 
behind the posterior margin of the hymen. Control of the bowels had 
always been good except when there was diarrhoea: at these times there 
was occasionally incontinence. On digital examination the opening gripped 
the finger. 

When seen on February 13th, 1930, the patient had been in labour four 
hours and the membranes were ruptured: there were several fibroids 
palpable abdominally, the largest being on the left side, about half the 
size of a cricket ball, and soft. On rectal examination another fibroid of 
the same size was felt in the pouch of Douglas. The head could not be 
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pressed into the pelvis. It was decided to do Cesarean section. On 
laparotomy the two fibroids specifically mentioned, and several smaller 
ones, were seen. That in the pouch of Douglas was adherent to the rectum. 
The adhesions were separated and after Caesarean section and delivery of 
a live male child weighing six pounds six ounces, sub-total hysterectomy 
was performed. The patient made an uneventful recovery, and the baby 
did well. 

Dr. Claye said he could find very few references in medical literature 
to recto-anal deformities associated with labour. Smiley! reported a case 
of ‘‘Mother with imperforate anus delivered of normal child,’? in the 
Journal of the American Medical Association, 1911. The rectum opened 
into the vagina two inches from the vaginal orifice. The patient was a 
primigravida of 27; she also had hypospadias. Delivery was effected with 
the forceps on account of delay. There was retention of urine for 30 hours 
afterwards, and attempts at catheterization failed: the condition was 
relieved by the injection of two per cent boric acid into the bladder, 21 
ounces of urine being passed 15 minutes later. The patient developed sepsis, 
the temperature being raised, with offensive excessive uterine discharge, 
from the third to the twelfth day ; subsequently the condition settled. 


Cooper? reported a case of “Labour with vulval anus: prevention of 
vulvo-anal rupture’ in the Clinical Journal of April 1st, 1925. The anus 
was in the same situation as in Dr, Claye’s case, i.e., the common type of 
congenital fistula was present. The patient was a primigravida of twenty- 
four. When the head began to appear, it was thought certain that a 
rupture of the ano-vulval diaphragm would occur unless steps were taken. 
A right episiotomy was done, which, after suture, healed by first intention : 
the ano-vulval membrane was undamaged. 


Brenner’ in a paper on congenital defects of the anus and rectum quotes 
Morgangi as reporting the case of a woman who lived a hundred years, 
bore several children and never knew of her abnormality. The reference 
in Morgagni was turned up for him, but no mention of the fact that the 
woman had borne children could be found. 
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The PRESIDENT observed that he had, in 1929, reported to the Society a 
case of congenital recto-vaginal fistula in a patient suffering from 
procidentia, who had had three children and did not know of her 
abnormality. 


Mr. W. GouGH (Leeds) stated he had had a similar case and the point 
of interest to him was that, as a rule, sepsis did not occur. 


Mr. Eric Stacky (Sheffield) thought the reason why so few of these 
cases were reported, was because pregnancy rarely occurred in them, as 
other congenital abnormalities, such as absence of the uterus, were so 
frequently associated in these conditions. 
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Mr. ALFRED GouGu (Leeds) described 


Two OF EXCESSIVE UTERINE HaSMORRHAGE ASSOCIATED WITH 
ENLARGED OVARIES IN YOUNG WOMEN. 


By a remarkable coincidence, he operated on these two patients on 
the same day in August 1927, but neither before nor since had he met any 
cases which were exactly comparable. 

1. E. B., aged 22, had a history of Henoch’s purpura at the age of ten. 
Two years later her appendix was removed. In 1925, at the age of 20, 
she was treated in the Leeds General Infirmary for menorrhagia and 
mnetrorrhagia. It was noted that the right ovary was enlarged. The uterus 
was curetted and treated with iodized phenol. The next year, 1926, she 
was re-admitted for menorrhagia and the uterus was again curetted.. 

During the next twelve months menstruation occurred only twice. Then 
there was continuous bleeding for two months and she was admitted to 
the Hospital for Women in a very weak and anemic state. The hemo- 
globin was 55 per cent. On examination, both ovaries were felt to be 
large, especially the right. At the operation, the right ovary was removed, 
and half of the left ovary was resected, the cut surface being brought 
together with sutures. Curettage was also done. The right ovary weighed 
18 grammes, i.e., about four times the normal weight. The resected portion 
of the left ovary weighed three grammes. The consistence of the ovaries 
was remarkably succulent, the knife passing through almost as easily as 
through a piece of liver. The cut surface showed a large number of small 
folicular cysts, but in addition, there was a decided increase in the amount 
of solid tissue. No corpora lutea were seen, but there were a few small 
corpora albicantia. 

On microscopic examination, it could be seen that most of the cysts had 
no epithelial lining. Some, however, were lined with two or three layers 
of epithelial cells. The absence of luteinization was a striking feature. 
The connective-tissue stroma was unusually loose. The blood-vessels 
were numerous, but no inflammatory cells were seen. 

The patient reported, in a letter dated 4th April, 1930:— ‘Since the 
operation I have been much better in health. I have been very regular 
in my courses, although the loss is rather excessive for a day or two.” 

2. A. L., aged 23, had a history of menorrhagia lasting seven months 
before admission to the Hospital for Women in 1926. At that time, no 
abnormal physical signs were detected. Curettage was done. There was 
not any bleeding for a month, and then continuous loss until she was 
re-admitted in August 1927. The uterus was found retroflexed and rather 
larger than normal. The ovaries were large, especially the left ovary. 

At the operation, the left ovary was completely removed, together with 
half of the right ovary. The uterus was suspended by the Gilliam method 
and curettage was also performed. 

The left ovary weighed 15.5 grammes and the piece of right ovary 
removed weighed three grammes. Here, also, the same succulent consis- 
tence was noted. The section of the left ovary showed a corpus luteum 
and many corpora albicantia. There were a few small cysts, but the 
increase in bulk was mainly due to the increased amount of stroma. 

After this operation, there was amenor;hoea for six months; then a 


period lasting one day; then a furt!.cr intemal of six months; then 
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menstruation once in three months until August 1929. Another period in 
September, and then almost continuous loss from Uctober to February. 
This time it was decided to treat the patient with radium, but at this stage 
it was too early to know the result. 

Mr. Gough said ovarian changes associated with uterine bleeding, with 
the exception of inflammations and new growths, are not usually described 
_in the text-books, but he could give some quotations from the literature. 

Blair Bell! says, ‘In some cases the ovaries are found riddled with 
unruptured and cystic follicles.” He compares the section with a Gruyere 
cheese, and that is a very apt description of Mr. Gough’s first specimen. 
He says he has seen the condition in married women separated from their 
husbands. Mr. Gough’s patients were both unmarried. 

Beckwith Whitehouse? states that in patients suffering from epimenor- 
rhoea evidence of abnormal ovulation is frequent. Such ovaries contain 
many cystic follicles in which the epithelium is wanting; or haemorrhage 
has occurred, leading to follicular heematomata. 

The description which tallies most closely with his own cases is that 
of Cotte.* He says, ‘‘The dehiscence of the follicle is lacking, the ovum 
is not shed, the corpus luteum is not formed. The follicle evolutes in an 
irregular manner and the ovary assumes a sclero-cystic appearance. The 
bleeding is the resuit either of a reflex vaso-dilatation of the uterus, or of 
an increased production of follicular hormone.” 

Fekete* in a paper on ovariogenous heemorrhages, includes in one class 
“cystic atresia, persisting follicle, and corpus luteum cysts.” 

Wilfred Shaw,° in a recent paper, shows that the haemorrhages common 
about the time of the menopause, and formerly attributed to chronic 
metritis and to fibrosis of the uterus, are often associated with small 
follicular cysts in the ovaries. He says these cysts are invariably 
unilateral; the opposite ovary being shrunken and its cortex convoluted. 

Mr. Gough said he had cbserved these changes in many cases, but they 
are not quite the same as those with which he was now dealing. 

Mr. Gough said these accounts are not in precise agreement, but the 
conception emerges that uterine bleeding is sometimes the effect of ovarian 
changes, which presumably result in an increased production of hormone. 

It is still an open question whether the ovarian disturbance is primary or 
is itself the result of some other endocrine influence, as for example from 
the anterior lobe of the pituitary. 
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In discussing these cases of menorrhagia the PRESIDENT could recall 

only one, and here, after curetting four times, he introduced radium. 
Dr. LEYLAND Rosinson (Liverpool) thought that the bleeding in these 

cases was ovarian in origin and would respond to deep X-ray therapy. 
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Mr. Eric Stacry (Sheffield) stated that, in his opinion, this condition 
of hypertrophy of the ovaries with cystic formation, associated with exces- 
sive losses, in young women was very common indeed. In his opinion, the 
main factor bringing about the ovarian change was pelvic congestion, which 
reacted on the ovaries in such a manner as to lead very frequently to more 
rapid ovulation. In most cases the number of follicles which would have 
ripened each month without the added stimulus of the congestion was 
probably very considerably increased and, in time, a condition of over- 
growth of all the elements of the ovary was brought about, with conse- 
quent detriment to the host. 

This excess of ovarian activity produced, as a rule, not only menorrhagia 
but also epimenorrhcea and even irregular menstrual cycles. The primary 
cause of the condition, in his opinion, was therefore pelvic congestion, 
due either to physical inflammatory conditions or neoplastic growths, but 
there was also a large group in which none could be found but in which 
the stimulus was psychological in origin, and he considered coitus inter- 
ruptus was a patent source of the trouble. He had operated on many cases 
in the past few years in which he had found the condition, but his difficulty 
was to know exactly what to do when it was encountered. He laid stress 
on the removal of the cause and usually did a partial resection of each of 
the enlarged ovaries. 


Dr. A. A. GemMELt (Liverpool) agreed with what Mr. Stacey had said, 
but cosidered that some arose from hypo-thyroidism and hyper-thyroidism. 


They responded well to the appropriate treatment of the respective con- 
ditions. 


Dr. Hunter thought that the giving of intravenous calcium together with 
parathyroid was valuable, and all the speakers were of the opinion that 
radium therapy should be made more use of in these cases than had been 
done up to now. 


THE EDINBURGH OBSTETRICAL, SOCIETY. 


A Meeting of the above Society was held on May 14th, with the Presi- 
dent, Dr. H. S. Davidson, in the Chair. A paper was read on 


“THE VALUE OF THE DicK TEST IN PREGNANCY” 


by Drs. DuGALpD Barrp and RoBEerRT CRUICKSHANK (Glasgow), in which 
they said that, during the year 1929, an investigation was conducted, at the 
Glasgow Royal Maternity and Women’s Hospital, into the value of the 
Dick test (i.e. the cutaneous reaction to the intradermal injection of 
scarlatinal streptococcal toxin) as an index of susceptibility to puerperal 
sepsis. Because of the generally accepted view that the toxins produced 
by the scarlatinal and puerperal hemolytic streptococci are identical, it 
was thought possible that sensitiveness to the one might indicate a 
similar degree of susceptibility to the other, and, if this were so, that the 
test might be of value in the prophylaxis of puerperal sepsis. 

The Dick test was performed in a series of 600 pregnant women, either 
during labour or in the last few weeks of pregnancy. Careful histories 
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were taken on cards specially designed for the purpose, particular note 
being made of previous streptococcal infection, e.g. scarlet fever, 
tonsillitis, puerperal sepsis, of the obstetric history and of the health 
during the current pregnancy. Full particulars were subsequently ob- 
tained regarding the mode of delivery, the presence of lacerations and the 
puerperium in 500 of these cases, in which the puerperium was morbid; 
even though not notifiable according to the B.M.A. standard they were 
classed as puerperal sepsis, care being taken to eliminate those cases of 
pyrexia due to other causes, such as urinary infection. A number of cases 
with a positive Dick test which developed pyrexia in the puerperium were 
retested immediately after the pyrexial period to see if any change in the 
reaction had occurred. Some of these were again tested six months later. 

They found that 22 per cent of pregnant women gave a positive re- 
action to the Dick test, primigravide giving a slightly higher rate than 
multigravide, 25 per cent as compared with 21.5 per cent. The reaction 
seems to be more intense in primigravide, irrespective of age, than in 
multigravide. In the latter there is a decrease in the intensity of the 
reaction in the older age groups which might indicate that with each 
pregnancy the patient has a chance, by repeate] slight infection, oi he- 
coming more immune. The incidence of puerperal morbidity also 
becomes less with advancing years in multigravide but remains constant 
for all ages in primigravidee. 

The incidence of puerperal sepsis is so dependent on the general health 
of the patient and upon the type of delivery that any reliance on the Dick 
test as an indication of liability to sepsis would not be justifiable. It 
appeared, however, that, in the present state of obstetric practice, an 
attempt to produce a temporary immunity with a concentrated anti-scarlet 
fever serum in all suspect cases at the time of delivery might reduce the 
incidence of puerperal sepsis. 


This paper was followed by a contribution on 
Stupy OF THE VAGINAL FLORA IN PREGNANCY” 


by the same workers. The investigation which had been canried out 
during the past two years and which had not yet been completed, being 
originally intended (a) to find what is the bacterial flora of the vagina and 
the reaction of the vaginal secretion and to study the changes which they 
undergo as pregnancy advances ; and (b) to discover whether the character 
of the vaginal flora has a relation to the occurrence of puerperal sepsis. 
The physiological changes in the flora of the vagina were first reviewed, 
special attention being drawn to the apparently dramatic change at puberty 
from a sparce coccal flora and an alkaline reaction to a flora consisting 
entirely of Déderlein’s vaginal bacillus, associated with a highly acid 
reaction of the vaginal secretion. This change has been attributed by 
Miura, a Japanese worker, to the deposition of glycogen in the superficial 
vaginal epithelium when ovulation begins and the bacterial fermentation 
of the glycogen, as glucose, for the production of lactic acid in such concen- 
tration as to destroy all organisms, save the aciduric Déderlein’s bacillus. 
Miura also stated that in pregnant women there is an increased acidity 
of the vaginal secretion as pregnancy advances. 
The present investigation deals with the vaginal flora of 200 pregnant 
women, a large proportion of whom attended at monthly intervals from 
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the third month of pregnancy until term. Swabs were taken from the 
vaginal vault and smears and cultures were made. The pH of the vaginal 
secretion, which was collected at the same time with a long-handled spoon, 
was estimated by the capillator method. 

A classification into three grades of vaginal flora was made. Grade A, 
composed entirely of Déderlein’s bacillus, the pH of the secretion varying 
only from 4.0 to 4.4; Grade B, containing a mixture of Déderlein’s bacillus 
and diptheroids, pH, 4.6 to 5.2: and Grade C, consisting of an abundant 
heterogeneous flora of diptheroids, enterococci, staphylococci and occasion- 
ally vibrios and coliform bacilli, pH, 4.8 to 6.8, with a more common range 
of 5.2 to 5.6. Large epithelial cells were particularly numerous in 
Grade A flora. 

Of 2co pregnant women, when first seen, 56 per cent had Grade A flora, 
10 per cent had Grade B flora and 34 per cent had Grade C flora. Of the 
women who were followed throughout pregnancy there was found a 
remarkable constancy in the vaginal flora and in the pH of the vaginal 
secretion in those cases with Grade A flora. The women with Grade B flora 
or C flora were divided into those with pus cells in the vaginal smear—an 
indication of infection of the cervix or of the vagina—and a group with 
idiopathic Grade C flora, that is, an abundant mixed bacterial flora 
without pus cells. The flora in the former group remained Grade B or C 
throughout, but in the latter group the flora changed from Grade C to A 
in two-thirds of 21 cases followed to term, the improvement occurring usually 
about the sixth or seventh month of pregnancy. 

The thesis was formed that there exists some relation between the 
vaginal flora and ovarian activity, a Grade A flora being a reflex of 
actively functioning ovaries, whereas hy¥po-ovarianism is reflected in a 
Grade C flora. The association of an idiopathic Grade C flora with greater 
age and with a tendency to repeated abortion and the change-over from 
a Grade C to a Grade A flora during pregnancy were findings which 
support this view. 

No evidence has been found to indicate that a Grade C flora increases 
the susceptibility to puerperal sepsis but the number of women examined 
is still too small to allow of a definite conclusion. 


At a meeting of the above society, held on 11th June, with the President, 
Dr. H. S. Davidson, in the Chair, Miss E. V. Crowe, read a paper on 


Harituart, ABORTION. 


She began by stating that this condition was by no means always 
associated with spirochzete infection, and that during the past two years 
there had been 19 non-specific cases treated at the Antenatal Department 
of the Royal Maternity Hospital, Edinburgh. In nine of the cases the 
abortions were preceded by a full time, often instrumental, labour. Among 
the 19 cases, two were suffering from toxemia, five from cervicitis, one 
from pyelitis, and two from valvular disease of the heart. All seemed 
to be suffering from general debility which made itself manifest by 
anemia, emaciation, sallowness, listlessness, headaches, constipation, loss 
of appetite and strength. All had enjoyed fairly good health until their 
first pregnancies, after which this chronic ill-health developed. The 
majority of them lived in the poorer districts of Edinburgh, where both 
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fresh air and sunlight may have been lacking. The average number cf 
pregnancies was five in the short space of five and a half years—a fact 
which may be of some significance. Dental carries or pyorrhcea were 
present in 11, and five of the cases had septic tonsils. All the cases were 
treated, similarly, by giving them small repeated doses of neo-kharsavan 
and a special diet which was rich in calcium, along with any special 
treatment for the cervix and for the teeth which might be required. Her 
results were, in the main, satisfactory, but the cases were too few to 
allow any definite conclusion being drawn. 


This paper was followed by a review by Dr. Havirain of 
28 CASES OF ABDOMINAL HySTEROTOMY 


which had been carried out by the staff of the Royal Maternity Hospital, 
Edinburgh, during the last three and a half years. As this operation is 
of recent origin it was deemed advisable to examine statistics to show in 
what kind of cases the operation was advocated, and later to estimate its 
value in comparison with other procedures for therapeutic abortion. In 
the cases under review, the most common indication for the operation 
was severe toxic hyperemesis, the operation having been done 12 times 
for such cases; five times it had been done for albuminuria associated 
with a persistent high blood pressure occurring in the earlier months of 
pregnancy. In three cases it was done for toxic pyelitis, which had finally 
been associated with persistent hyperemesis. In three cases it was done 
for myocarditis. Twice it was done in association with myomectomy for 
degenerating fibroids, which had invaded the decidual lining of the uterus. 
It was done once for acute toxic chorea gravidarum, once for hydatidiform 
mole, and once for acute phthisis. Only one patient died, a mortality rate 
of 3.6 per cent, which was thought to be remarkable, because in more than 
half of the cases the patients were almost in extremis with toxeemia before 
the operation was performed. This mortality rate compared very favour- 
ably with that of 25 cases of vaginal hysterotomy, which had been per- 
formed for similar indications, for the three years previous to June, 1927, the 
mortality in these cases being five, i.e. 20 per cent. 

In comparing the abdominal and vaginal operations it, therefore, seemed 
that the abdominal route was much safer and more successful. This was 
due in the first place, to the rapidity and ease with which the abdominal 
operation can be done. In the second place, to the absence of severe shock 
and of bleeding which is sometimes associated with the vaginal operation. 
Further, in cases suffering from dehydration, which is a frequent cause of 
death in toxic cases, the abdomen can be filled with saline before closing 
the peritoneal cavity, a procedure which is of very great value to the 
patient. In cases such as severe myocarditis and recurrent albuminuria, 
sterilization can be carried out at the same time. 

With regard to the slower methods of induction of abortion, abdominal 
hysterotomy would seem to be preferable, especially in primigravide, in 
whom induced abortion betWeen the third and the sixth months is a most 
painful and tedious business. It is also of special advantage when 
sterilization is to be carried out. It was recommended in cases of 
hydatidiform mole, for, by such an operation, the uterus can be completely 
evacuated of the growth with certainty, and therefore the dangers of 
sepsis, hemorrhage, and chorion epithelioma developing at a later date 
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would be greatly minimized. Up to the present it was not found that the 
operation had any bad effect on future conception, because one of the 
patients had had two children since the operation, which was done for 
hyperemesis in 1927. 
_ Dr. Kennepy then followed with details of four of his own successful 
cases of 

ABDOMINAL HYSTEROTOMY 


which showed the type of case for which the operation was advocated. 
In the first two cases pregnancy was terminated for severe toxeemia ; in the 
third, for an acute exacerbation of a chronic nephritis; and in the last, for 
acute chorea gravidarum. 

The first case was that of a primigravida, aet. 21 years, six and a half 
months pregnant, who had pre-eclamptic symptoms associated with almost 
complete loss of vision, the urine was solid with albumin and the blood 
pressure was 220 mm. Hg. systolic, 100 mm. Hg. diastolic. 

The second patient, who was pregnant for the second time, was aged 
21. She was four months pregnant, and she was suffering from persistent 
vomiting. She was very emaciated, jaundiced and mentally deranged. 
The pulse rate was 144 beats per minute. The urine contained bile and 
albumin. Conservative treatment was abandoned after five days on account 
of the general condition of the patient becoming worse. 

The third patient was pregnant for the ninth time, aet. 43 years. She 
was six months pregnant. She had general pre-eclamptic symptoms with 
very marked cedema, jaundice, and dyspncea. The urine was solid with 
albumin and contained bile and pus cells. These three cases were operated 
on under spinal anesthesia and they made satisfactory recoveries. 

The fourth patient, pregnant for the second time, was aged 19 years. 
She was four months pregnant. She was very anzemic and suffered from 
exaggerated involuntary movements of the arms and of the legs. The 
urine contained bile and albumin. In spite of conservative measures, the 
movements increased very markedly. She was unable to get any rest at 
any time during the day or night. The patient became delirious and 
mental symptoms were developing rapidly. The uterus, in this case, was 
evacuated under general anzesthesia, and the patient’ made an excellent 
recovery. 


THE ROYAT, ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of 
Medicine in Ireland was held in the Royal College of Physicians on Friday, 
February 14th, 1930, the President, Professor A. H. Davrpson, in the 
Chair. ; 


Dr. T. M. Healy read a paper on 


CLINICAL AND: Post-MORTEM NOTES OF FIVE CASES OF LABOUR 
ASSOCIATED WITH Hai‘MORRHAGE. 


Dr. BETHEL SOLOMONS read a paper on 
CAISAREAN HYSTERECTOMY. 


He dwelt on the various indications for the operation, and gave his 
own views, The literature on the subject was commented on. He 
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believed that Caesarean hysterectomy was particularly indicated in pre- 
labour sepsis, carcinoma of the cervix in pregnancy and, especially, in 
labour, in rupture of the uterus, and possibly in decompensated cardiac 
disease. He gave a full report of a case of (1) carcinoma of the cervix 
in labour; (2) pre-labour sepsis. The former occurred in a woman aged 
28, with four children, twenty eight weeks pregnant. She was admitted 
to hospital seriously ill. When the cervix was about four fingers dilated, 
the baby, whose weight was 2 pounds 13 ounces, was removed by 
abdominal Cesarean section, after which total hysterectomy was done. 
Drainage was carried out by the vagina and by the abdomen. The 
patient recovered. The infant had a large caput succedaneum, from the 
disproportion caused by the growth, which was the size of a clenched 
fist, and which proved microscopically to be a squamous-celled carcinoma. 
The infant was thriving. 

The second reported case was one of contracted pelvis. An attempt to 
induce. labour by means of bougies was made: this was unsuccessful and 
against his wishes the patient left the hospital. She returned twelve 
days later, with all the signs and symptoms of uterine sepsis; Caesarean 
hysterectomy was, therefore, done. The mother recovered, but the infant 
died on the twenty-second day with a streptococcal rash. Sections from 
the placental site, which was rather low, showed dense infiltration with 
inflammatory cells. Here and there cedematous areas were seen and 
old interstitial hemorrhages were present, especially near the cervix. 
Enormous numbers of plasma cells were present in all the sections. 

An examination of the husband revealed pus cells in prostatic smears. 
This was evidently a case of true infection from coitus along: the track of 
the bougies. It must not be regarded as necessitating the abolition of 
the bougie method of inducing labour : is should be regarded as a warning 
not to allow patients to leave hospital after bougie failure. 

There was a curious coincidence in this case :the husband of the patient 
had been married before: his wife had died after Caesarean hysterectomy 
for accidental haemorrhage at the time when this treatment was customary. 


Dr. D. G. Mani referring to the relative merits of bougies and the 
stomach tube said that in cases in which he had to induce labour he 
always used a stomach tube, and he had never known this method to 
fail; with bougies he had repeatedly failed. 


Dr. J. S. Quin referred to a case of accidental hemorrhage following 
the insertion of a stomach tube, in which there had been no bleeding at 
the time the tube was inserted. He felt it was a great pity that there was 
hot an infallible method of inducing labour. 


Dr. T. M. Healy said he did not think that Cesarean hysterectomy 
added anything to the difficulties of, or the time taken by, Caesarean section. 
Referring to the question of craniotomy versus hysterectomy he said that 
he thought the latter was a safer and easier procedure than a difficult 
craniotomy. In some cases of fibroids he preferred to do Ceesarean section 
and remove the fibroids at a later period. 


Professor D. V. Morris said that in the case of coitional sepsis, the 
presence of plasma cells suggested that the case might have been one of 
chronic. sepsis which had lighted up, apart altogether from the insertion 
of bougies. He referred to a patient, who had previously had an 
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operation for backward displacement of the uterus. She had pains for 
two hours, but made very little progress, considering she had had six 
children previously without any difficulty. It was thought that Cesarean 
hysterectomy was indicated, and this was carried out. The pelvis con- 
tained a mass of adhesions, there was marked evidence of cedema of the 
uterine wall, and sepsis occurred afterwards, although at the time of the 
operation there did not seem to be any reason for sepsis. 


Dr. N. FALKINER said he thought Cesarean hysterectomy was 
indicated in cases of cardiac decomposition. He had done this recently, 
and the case had done particularly well. He thought that by this means 
the danger of sepsis occurring in the puerperium was obviated. 


Dr. R. M. Corset said he thought Czeasrean hysterectomy should be 
employed more frequently in cases of rupture of the uterus. He had seen 
eighteen cases of this condition, eight of which had been treated by 
hysterectomy, and only one of which had died. If it was possible to 
make a definite diagnosis of rupture of the uterus before the child was 
delivered, it might be justifiable in such a case to open the abdomen and 
perform Czesarean hysterectomy. This, of course, was only possible if 
the patient was in hospital, or lived close to a hospital or could be moved 
there quickly. He had seen a number of patients plugged before 
hysterectomy was carried out, and he was of opinion that convalescence 
was quicker if hysterectomy was done straight away. 


Dr. BETHEL SoLomons in reply said that he did not like the tube 
method of inducing labour. He, probably, had been unfortunate in seeing 
hemorrhage following its introduction, and he always felt it displaced the 
presenting part and might cause prolapse of the cord. He felt, too, that 
the insertion of three or four thin instruments like bougies, was safer 
than the insertion of a bulgy apparatus like a tube. The bougies must 
not be blamed for the sepsis in the case reported: the husband was 
blameworthy. He referred to the excellent report just issued by Dame 
McIlroy from the Royal Free Hospital, where three deaths had occurred 
in cases in which the tube had been used. Sometimes hysterectomy added 
to the danger of Czesarean section, although the operation was possibly 
simpler to perform. The ethical side of the subject appealed to him, and 
he had found it entirely unnecessary to remove the uterus when Czesarean 
section was done in cases in which craniotomy might have been indicated. 
In this class of case the lower segment operation followed by drainage was 
uniformly successful. As mentioned in his paper, the ideal treatment 
for fibroids in pregnancy was to leave them alone ; otherwise, myomectomy 
should be done, 


A meeting of the Section of Obstetrics of the Royal Academy of 
Medicine in Ireland was held in the Royal College of Physicians on Friday, 
March a2ist, 1930. The President, Professor A. H. Davipson, was in the 
Chair. 

Dr. NINIAN FALKINER showed 


(A) A UTERUS FROM A CASE OF UTERINE Ha‘MORRHAGE. 


The patient, M. O’D., was aged 52 years. She had been married 23 
years. She had three children, the last of whom was born in 1919. She 
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was admitted on 14th February, complaining of losing a great deal of 
blood for the last two and a half years. Her last normal period was in 
October 1927, then amenorrhcea for two months, which was concluded to 
be due to the menopause. Her periods then returned and she menstruated 
at intervals of three weeks for four months. She became very heavy 
and she was without hemorrhage only for a few days at a time. In 
October 1928, particularly heavy bleeding was treated by her doctor with 
injections and medicine. This resulted in amenorrhoea for three months, 
after which regular periods returned for two months. Then the hemor- 
rhage became continuous. In January 1929, the bleeding was so free that 
she again consulted her doctor. On examination the patient was very thin, 
pale and emaciated; the vagina was parous in type; the cervix was torn. 
The uterine body was enlarged and it was in good position. A diagnosis 
of metropathia hemorrhagica was imade and total hysterectomy was 
performed. Pathological report—Non-pregnant hypoplastic endometrium, 
some cystic glands in a fibrous stroma. 


(B) A SPECIMEN FROM A CASE OF CARCINOMA OF THE CERVIX 
COMPLICATING PREGNANCY. 


The patient, Mrs. K. L., was aged 39 years. She had been married for 
15 years. She had 11 children, no abortions. The last baby was born in 
January, 1929. The patient was admitted to hospital on 29th January, 
1930. Complained of bleeding, a sensation of something coming down, and 
frequency of micturition. Menstruation had been regular and the last 
period was on January 15th. There had been a particularly severe 
hemorrhage on January ist. General examination revealed a wasted, 
aneemic patient; her weight was 6 stone 7 lb. and her red blood cell count 
was 3,500,000 per cubic millimetre. Haemoglobin 60 per cent. Bimanual 
examination showed that the vulva was of the parous type. On parting 
the labia a fungating mass could be seen arising from the cervix. No 
blueing was noticed. The uterus was enlarged and the growth could be 
felt implicating the utero-sacral ligaments. A diagnosis of carcinoma ot 
the cervix was made. The enlargement of the uterus was thought to be 
due to pyometra. The patient was told that the disease was far advanced 
and that an operation would not eradicate it completely, but that the 
hemorrhage and discharge would be cured by an operation if followed 
by X-ray therapy. 

Operation.—The abdomen was opened and the uterus was noticed to be 
enlarged. The enlargement was thought to be due to pyometra and 
hysterectomy was proceeded with. The bladder could not be pushed down 
and total hysterectomy, instead of Wertheim’s hysterectomy, was performed. 
The hemorrhage was rather free, especially when pushing the bladder 
down. The patient was in a poor condition on leaving the table. She 
had a fast pulse and a rise of temperature. These symptoms disappeared 
in a few days. On the fifteenth day she complained of difficulty in holding 
her water. Examination revealed a vesico-vaginal fistula. She had deep 
X-ray therapy and left hospital feeling well. She is to return in a few 
months for re-examination. 

The specimen was examined after removal and the possibility of 
pregnancy was suggested; it was sent for pathological examination and 
the following report was received : 
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Carcinoma of the cervix, squamous celled in type. Pregnant uterus 
containing a three months foetus. Some hemorrhage from the placenta. 
The ovary contains a corpus luteum of pregnancy. 

Dr, BETHEL SOLOMONS showed 


Two MALIGNANT UTERI. 


1. The patient was aged 45; she was single. She had complained of 
sanguineous discharge, which sometimes became offensive, for seven or 
eight months. She was otherwise healthy except that she had become 
stout. 

It was impossible to examine her by the vagina, and rectal examination 
revealed a small hard uterus. Examination under anesthesia, followed 
by operation, was decided on. The patient was most anxious not to have 
two operations; because the vaginal examination under ether revealed 
nothing further, and because the cervix was healthy, subtotal hysterectomy 
was done: the uterus was opened immediately, and as it was obviously 
malignant, the cervix was removed with both adnexe. No “‘spilling” was 
allowed. The patient made an uninterrupted recovery. 

Dr Solomons said that this type of case raised the important question 
as to treatment for a woman who desired to get well in the shortest possible 
time when the diagnosis was in doubt. In this case there was much doubt 
because the uterus felt infantile. He believed that he had followed the 
best line of treatment. Preliminary curettage would have involved delay. 
Total hysterectomy in the first instance was unnecessary, because the 
cervix was normal, and the diagnosis of malignant disease was impossible 
until the uterus had been opened. 

Dr. BourKE’s report of the specimen was :— 

Macroscopically: The cervix shows a pearly greyish mass extending 
from the lumen and infiltrating the wall in a parallel line, it measures 
almost a quarter of an inch in length. The cavity of the uterus presents 
a ragged verrucose surface. The endometrium, on cross section, appears 
greyish white in colour and slightly uneven. 

Microscopically: The cervix shows dense infiltration of the wall by 
solid finger-like masses of epithelial cells, there is no keratinization. This 
is a solid carcinoma of low malignancy. The uterus presents a picture 
of.massive hypertrophy of the glandular tissue ; in some places the stroma 
is replaced by solid masses of cells similar to those seen in the cervix. 
This is apparently an extension upwards of the malignant process 
originating in the cervix. In these circumstances the condition is either 
one of adenocarcinoma of the cervix spreading upwards, or one of adeno- 
carcinoma of the body of the uterus spreading downwards. In either event, 
it is rare. Adenocarcinoma of the cervix in a nulliparous unmarried woman 
is most unusual. Adenocarcinoma with a uterus comparable to one of 
infantile type is also unusual. Cervical adenocarcinoma may spread in 
either direction. Corporeal carcinoma is most likely to make its way 
towards the abdominal cavity. 

In view of the pathologist’s report it seemed necessary to conclude that 
this is a rare condition—adenocarcinoma of the cervix uteri in a nulliparous 
unmarried woman. 


2. Dr. BETHEL SOLOMONS showed a uterus containing an enormous 
cervical carcinoma, which he had removed from a pregnant woman aged 28. 
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She had previously had four healthy children. She was admitted com- 
plaining of a foul-smelling discharge, and appeared ill. Gestation had 
advanced to about 28 weeks, ‘and the foetal heart was audible. On vaginal 
examination a freely bleeding cauliflower mass was discovered springing 
ftom the cervix. The os was about four fingers dilated and the membranes 
were ruptured. Believing that fatal heemorrhage would occur if the patient 
was delivered vaginally, Caesarean section was decided on. The uterus 
was opened, after which it was intended to remove the infant, and then 
the placenta; but the latter presented. It was removed, after which a 
live baby weighing two pounds thirteen ounces, was delivered. The head 
showed a marked caput succedaneum, caused by the disproportion set up 
by the enormous growth. It was then found that the tumour was of a 
size larger than a clenched fist, and that it had retracted high over the 
lead. Total hysterectomy was done. ‘The patient recovered from the 
operation and she left hospital. The infant has put on weight and appears 
likely to live. The pathological report was as follows :— 

Macroscopically: The uterus is enlarged, and shows a recent operation 
wound on its anterior aspect; it corresponds to the post-partum uterus. 
There is a large cauliflower-like mass springing from the external os; 
on opening the cavity the uterus is full of blood clot, but presents no other 
abnormality. The tumour at the cervix is white in colour; on section 
it is outlined from the cervical tissue; the proliferation appears to be 
entirely exophytic. 

Microscopically: Sections show solid columns of rather large cells 
closely packed together and infiltrating the surrounding tissues. There 
are no cell nests present, but from the appearance of the cells and their 
arrangement there can be no doubt that this originated from the squamous 
epithelium of the portio, the line of cleavage between the malignant 
process and the cervical tissue is well marked, and is surrounded by a 
zone of small round-celled infiltration. The cervical tissue towards the 
uterus shows scattered areas of round-celled infiltration. 


_ Dr. J. Larr referring to Dr. Falkiner’s first specimen said that with 
the exception of one small myoma in the cervix, the uterus was devoid 
of any myomatous change. There was extensive overgrowth of the endo- 
metrium, hyperplasia of the endometrial glands, and invasion of ‘the 
myometrium by the endometrium. There was also necrosis of the super- 
ficial layers of the endometrium, and there was very little evidence of 
elastic tissue in the myometrium. 


_ The PrksmpENT said that cases of unexplained uterine bleeding were 
not due to chronic metritis, endometritis, fibrosis, or an abnormal amount 
of elastic tissue in the uterine wall, but to dysfunction of the ovary. He 
thought the treatment should be very carefully considered in each individual 
case, and that before carrying out hysterectomy, consideration should be 
given to lesser operations, because it was possible that treatment of the 
ovary would cure the patient, and that by treating the cystic condition 
of the ovary, the hzemorrhage would cease. 


Dr. GIBBON FITZGIBBON said that these specimens were interesting from 
the clinical point of view. Both patients were women with irregular and 
persistent hemorrhage after the menopause, and he thought that curettage 
in these cases would have been of comparatively little value. He thought 
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Dr. Bethel Solomons was quite right in carrying out hysterectomy in his 
case, instead of first performing diagnostic curettage. 


Dr. J. Larr referring to Dr. Falkiner’s second specimen said that this was 
a specimen of very extensive spheroidal-celled carcinoma, and it was 
impossible to tell where the original site was. 


The PRESIDENT referring to Dr. Falkiner’s second specimen said that 
carcinoma of the cervix complicating pregnancy or labour yrew very 
rapidly, and if the patient fell into labour, she was very likely to die. 
He thought the most important thing in these cases was proper treatment. 
He asked if the case described by Dr. Bethel Solomons was one which 
might be called operable from the point of view of totally removing the 
cancer, and if a total operation or Wertheim’s operation had been done. 

Dr. Gippon Fitzcreson asked Dr. Falkiner if, at operation, he was able 
to get outside the growth. 


Professor R. E. TorrENHAM said he thought that in cases such as 
those described by Dr. Falkiner and by Dr. Bethel Solomons, if radium 
was available, and if there was time to use it, he would use it before labour 
in preference to operation. It did not affect the life of the child, and 
he therefore thought that by this means it might be possible to obtain 
a live baby. 

Dr. J. S. Quin said that from the literature he noticed that in cases in 
which mothers had had deep X-ray treatment before the birth of the babies, 
a very large percentage of the babies, when born, were definitely abnormal 
and deformed, the usual change being of a micro-cephalic type. The — 
spread of cancer in these cases was by the lymphatics, and he thought that 
probably operation was rather easier (from the actual point of view of the 
operation, not taking into account the condition of the patient) when the 
patient was pregnant than in cases in which the patient was not. He asked 
if Dr. Falkiner considered the bladder trouble, which developed in his 
case, was due to an invasion of the bladder by the growth, or if it was a 
question of skimming the growth rather close to the bladder. He thought 
that in such cases there was nearly always recurrence in the bladder. 


Dr. FALKINER in replying said that he had not considered the question 
of pregnancy when he opened the abdomen and performed the operation. 
He found, by reference to the literature, that the treatment he had carried 
out was right, because patients with carcinoma of the cervix, if given 
sufficient doses of X-rays, aborted, and abortion in his case would, he 
thought, almost certainly have been followed by sepsis. He had not got 
outside the growth in the parametrium. 


Dr. BrtHEl, SOLOMONS explained the exact routine he followed in his 
first case. He did not beleive total hysterectomy was necessary when 
the cervix was normal in every particular and when there was no malig- 
nancy. He agreed with the dicta set forth in a leading article in the last 
issue of Surgery, Gynecology and Obstetrics. For every four total 
hysterectomies he performed, he did one subtotal hysterectomy. 

He had seen the condition known as fibrosis uteri in women who had 
never had children. : 

In the case of the patient in labour, an extensive total hysterectomy was 
done. The condition of the patient was very serious and she would not 
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have stood Wertheim’s operation: he got completely outside the growth 
which was very localized. 


Dr. F. W. DoyLe read a paper on 
Gas OXYGEN IN OBSTETRICS. 


The PRESIDENT said that in order to gain a proper knowledge of the 
place of gas oxygen in obstetrics, it would be necessary to try it in a’ 
larger series of cases than Dr. Doyle had reported. It seemed to be 
specially good in a certain class of complicated case, and splendid in 
protracted labour or in cases of tedious first stage, as it apparently 
stimulated the uterine contractions. There seemed to him to be a good 
many cases of asphyxia in Dr. Doyle’s series. He thought the two points 
which had to be considered were the suitability of the technique and the 
cost of giving gas oxygen. The cost of administering it for three or four 
hours must be considerable. All sorts of anesthetics were recommended 
for labour, but he thought that the best was chloroform, 


Dr. A. P. Barry referred to his case in which Dr. Doyle had adminis- 
tered gas oxygen, and he said that the patient was almost moribund, and 
he thought that if any other form of anesthetic had been employed, she 
would have died. In this case gas oxypen was a perfect anzesthetic. He 
did not think that it could be used generally, for various reasons, the chief 
of which were the cost, and the necessity of having someone present 10 
administer it. In cases in which chloroform was contra-indicated, he 
thought gas oxygen would be the only anesthetic to use. He did not 
agree with Dr. Bethel Solomons that chloroform was a dangerous 
anzesthetic. 


Dr. Gipson Fitzcrpson said he had given chloroform to a very large 
extent, and he was thoroughly satisfied with it. It it was efficiently 
given, it was very satisfactory. He thought gas oxygen would be satis- 
factory in certain cases, but it would not displace either chloroform or 
ether in the general run of anzesthetics for obstetric work. 


Dr. BETHEL SoLoMons said he would give every patient in the Rotunda 
an aneesthetic if someone would endow the position of a whole-time 
anesthetist : the actual cost of the anesthetic was of small importance. 
Gas oxygen anesthesia could never become a really practical proposition 
in labour, for it could stot apply to general practice for the multitude. 
He had discontinued the use of chloroform in hospital practice and had 
substituted ether, which was safer. Deaths occurred in labour when 
chloroform was used, and as the fatal result ensues at the initiatory stage 
of anesthesia, want of skill in induction was the cause. 

He asked Dr. Doyle if he did not find that the preliminary twilight 
sleep cloaked the anzesthetic. In gynzecology, when a general anesthetic 
was used, he only allowed atropine before operation. 


Dr. Dove, in replying, said that, having regard to the clinical history 
of the asphyxia cases, he thought they were cases which might have turned 
up no matter what type of anzesthesia had been used. Bleeding was very 
much less after gas oxygen than after other anzesthetics. Once the 
apparatus was purchased, the actual gases used were not very expensive. 
He calculated that anzesthesia for two hours would cost about fifteen 
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shillings, If gas oxygen was not employed, he pesterned chloroform to 
ether. 


Professor R. E. TorTENHAM read.a paper. on - 
OBSTETRIC ODDS AND ENDS, 


tok brief ‘sneaking of a visit to the Paris Maternity Hospitals and 
the Radium Institute. 

: (a) The Baudeloque Hospital. 

Approximately 3,400 cases are treated annually. Eclampsia i is rare, one 
or two Cases occur per annum. Particular attention is given to tuberculosis. 

Tarnier Hospital. 

' The building is fine. 2, 2,500 cases are treated annually. There is a good 
antenatal clinic. The patients are delivered on the back. The cinemato- 
graph is used for teaching. 

Treatment in Paris appears to be of a more active nature than i in Dublin. 
The new symphysiotomy is 

(c) Radium Institute. 

Carcinoma._of the cervix ::(1) For'very early cases, with 
radium is employed. (2) In all other cases, local treatment with radium. is 
employed, in association either with the radium bomb or X-rays. Forty- 
eight per cent (five-year) of the operable and borderline cases or in 
the 1923 were cured. 

. Some photographs of monsters, and abnormal foetuses were. 
me A method of marking a morbid chart by -the attachment of a red 
disc was demonstrated. 

4. The use of the old straight for the head: in 
Ceesarean section was described. 


Dr.’ TorrenuaM thanked the section for. the very kind welcome it had 
given him. 


The PRESIDEN? said that a great many more teibencu bots patients were 
seen in Paris than:in Dublin, and it was therefore necessary to have ‘a 
special ward in the hospitals for them, and to send the tuberculous babies 
to the ‘country. The’ results obtained from radium treatment in Paris 
seemed to‘be very good, and le asked Professor Tottenham if these results 
meant relative cure or absolute cure. He'referred to papers by Mr. Bonney 
and Dr: Heyman on-the results obtained by radium, and he said he thought 
Mr: Bonney still held the field, because he reported 25 per cent of cures, 


and Dr. Heyman reported 35 per cent of cures in operative and borderline 
cases. 


A. meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held on Friday, May 2nd, 1930, the President, Professor 
A. H. Davipson, in the Chair. 
The Master, Dr. BETHEL SOLOMONS, read 


THE ROTUNDA CLINICAL REPORT FOR 1928-29. | 


-2,382° women were admitted to the Hospital, ‘of ‘whom 2 


delivered. There were 1 805 women confined in the extern department, two 
whom died. 
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There were 10 deaths in the Intern Maternity, so that, in 3,839 cases, 
the mortality was 0.31 per cent. 

The morbidity rate was the lowest in the history of the Hospital, accdeds 
to the British Medical Association standard it was 2.8 per cent. This rate 
is extremely low, and the chance of sustaining such a low level is remote; 
for complicated cases are continually being admitted to the Hospital from 
all parts of the country. 

He commented on the difficulty of getting women to attend the . Pre- 
natal Department, and suggested that it might be necessary to withdraw 
maternity benefit or to try some other drastic procedure in order to persuade 
women that prenatal care may save them from serious illness. He suggested 
that the medical practitioners of the City should meet, with a view to start- 
ing propaganda, or to persuading the Government or the City Authorities, 
to act. ; 

‘It was noteworthy that the majority of the serious cases dealt with in 
the Rotunda, had had no antenatal care. 

The various statistics were considered. Although there were nine cases 
of eclampsia with only one death, Dr. Solomons. stressed the point that 
statistics of eclampsia at the present time could not be compared -with 
those of the past, for most of the severe eclampsiasms nowadays would have 
been eclamptics in the past. There were 564 cases of albuminuria in the 
hospital during the year. 

There was no death from placenta praevia, but there were two deaths in 
43 cases of accidental haemorrhage. 

The lower segment Czesarean section was the favoured route. He 
reported three cases of vaginal delivery after previous section. In 34 cases 
of Czesarean section there was no mortality. 

Underpinning of the cord controlled hemorrhage on three occasions. 
Notes of the cases in the Paediatric ward, and of the Pathological and X-ray 
Departments were read. 

On the gynecological side of the Hospital, 664 operations were performed. 
Of these, 105 were for sterility. He believed in the value of tracheleorrhaphy 
and partial amputation of the cervix; when properly done the results are 
good, and there is no trouble about conception, pregnancy or labour. He 
had to remove the cervix on four occasions when posterior division of the 
cervix had been done elsewhere : this operation was a more frequent cause 
than a cure of sterility. , 


The PRESIDENT said that during the year under review the morbidity 
in the Rotunda Hospital had been brought to a level which had never been 
reached before, and the mortality was extremely low. He thought some 
other method of treating cases of placenta praevia should be tried, for 
although the maternal result was good, the infant mortality was very high. 

The fact that only one puerperal intra-uterine douche had been given 
in the year was very satisfactory, and the fact that the morbidity had been 
reduced seemed to. indicate that, in previous years, too many intrauterine 
douches had been used. He thought that in many cases erosions could 
be treated palliatively, and it seemed to him a bad thing to amputate a 
cervix if the patient could be cured by any other means. He thought that 
amputation of the cervix must do harm, and often interferred with the 
normal course of labour afterwards. 
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Dr. Gripspon FITzGIBBON asked if the maniacal patient referred to in the 
Report was eclamptic. He was glad to notice that conservative treatment 
was still continued in cases of accidental haemorrhage, and that plugging 
had not been adopted. He did not think that patients could be classified 
into cases of toxeemic hemorrhage and cases of true haemorrhage merely 
by the presence of albuminuria, because some cases of albuminuria would 
have a true accidental hemorrhage which would not be of a toxzemic 
nature. Of the cases of accidental haemorrhage, only six were primi- 
gravidee, and this fact, he thought, supported his view that accidental 
hemorrhage was often due to nephritis. He thought that only two of 
the six primigravide could really be classed as cases of accidental hzemor- 
rhage. He felt that the time had come when it might be stated in the 
Report that plugging was not indicated as treatment in accidental 
hemorrhage, and, preferably, should be excluded in this condition. The 
number of breech cases was large, and he asked if this number included 
version cases. Referring to the use of quinine and oil for the induction of 
labour, he said that this method was quite safe, but once labour started 
quinine should be stopped, and pituitrin should be given. The use of 
quinine and oil for stimulating activity was excellent, but not for increasing 
activity. He thought tube induction was more physiological in its action 
than the use of bougies. Rupture of the membranes for the induction of 
labour was excellent, if used in the right type of case. 


Dr. D. G. Map. said the percentage of patients with albuminuria was 
high, but these were cases which had not been seen antenatally. This 
showed the importance of trying to get patients to attend out-patient 
departments. The morbidity rate for the year was one which had never 
before been reached. He thought sub-total hysterectomy, was better than 
total hysterectomy, and he said he was not in favour of complete 
hysterectomy if it was possible to remedy the cervix from below and then do 
a sub-total hysterectomy. He asked if Dr. Solomons had tried radium 
salt at all, or if his radium treatment had consisted purely of emanations, 


and if radium treatment had been used post-operatively, ante-operatively, 
or both. 


Dr. T. M. Heaty referred to the fact that Dr. Solomons praised the use 
of saline in cases of accidental hemorrhage but he said that no deaths 
should occur. He, personally, thought that, in hospital, cases would always 
occur in which no resuscitation methods would be of value. He asked if 
Dr. Solomons had had any experience of the method of dilatation of 
cervix under spinal anesthesia. He thought Dr. Solomons was particu- 
larly to be congratulated on the morbidity rate, and the mortality in cases 
of Cesarean section. He asked what criteria were adopted in the report 
for the purposes of classification of disproportion cases. The results in 
placenta previa were, he thought, extraordinarily good. 


Dr. J. S. Quin said he thought cases of inertia, in which inertia occurred 
late in labour, with the head on the perineum, could hardly be classified 
as true inertia. He referred to the difficulty of getting patients to come 
for antenatal treatment, and said he thought that if the maternity benefit 
which was given by Insurances Companies was increased by 5/- to patients 
who attended antenatal dispensaries, it would encourage patients to come 
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for treatment, and would save the Insurance Companies, by diminishing 
the number of cases of preventable illness. 

Dr. R. ToTreNHAM in referring to the excellent mortality aiid morbidity 
rates which had been obtained, asked if the treatment for eclampsia in the 
Rotunda Hospital was still that which had been carried out by Dr. Tweedy 
or if it had been modified in any way, and what the position was regarding 
the giving of morphia, and if plugging was always kept in reserve 
in cases of accidental hemorrhage, or if it had been practically abandoned. 
He thought statistics were kept more carefully in the Rotunda Hospital than 
in most places outside Dublin. He asked if pelvic measurements were taken, 
and if so, how much reliance was placed on them. 


Professor D. V. Morris asked if the instrument, used by Professor Hin- 
selmann in Hamburg, for examining the cervix was used in the Rotunda 
Hospital. He referred to the toxezemias associated with nephritic lesions 
in pregnancy, and said that the question of toxeemias of this nature was — 
of vital importance. He would welcome the appearance of some propa- 
ganda which would give doctors an opportunity of bringing before those 
concerned the dangers which women ran by negligence in these matters. 


Dr. KERRY REDDIN said he lectured every week, in nine different clinics 
in Dublin, on the importance of antenatal care. He found that many patients 
were afraid to go to hospital out-patient departments because they did 
not like being examined by large classes of students. He thought some 
simple propaganda in the way of papers, which could easily be read by 
these patients, would be helpful. 


Dr. R. M. Corsetr, referring to cases of ruptured uterus, said he thought 
the question was not one of plugging or of operation, but of when the 
the diagnosis of rupture was made. If the diagnosis was made when the 
patient was undelivered, he thought laparotomy should be done. In a 
great many cases, however, it was not possible to do this, because the 
diagnosis was only made after the patient was delivered, and then the 
obvious thing to do was to plug the rent. He thought that in a number 
of these cases the plug did not stop the bleeding because it was already 
stopped by the retraction of the uterine muscle, and in cases in which 
the bleeding continued, the vessels were torn outside the uterine muscle 
and therefore plugging would not stop the bleeding. 


Dr. BETHEL SOLOMONS, in reply, said: He believed in Caesarean section 
for the primigravida with a central placenta praevia, provided the paticrt 
was near to term: the same applied to the multipara when there had been 
but little manipulation. 

He had given up plugging the vagina for accidental hzemorrhage. 

He divided accidental hemorrhage into True (by which he meant 
traumatic), and Toxzemic. The latter was always accompanied by albumin- 
uria and other toxeemic symptoms. 

He regarded the submammary method as the best for giving saline. 
In doing version for placenta praevia, he preferred the combined method 
rather than doing external version first. 

He found great difficulty each year in classifying certain cases as 
eclamptic or not: he agreed that the case of mania was doubtful and he 
left it as such. 


He had had no trouble with the oil-quinine method of induction of 
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labour. Uterine inertia was always the bane of the obstetrician. Morphine 
was given.as a rouine in this class of case, and oxytocic drugs were only 
‘occasionally used. Intrathecal stovaine had a very small field of usefulness. 
He dissociated himself entirely from the Delmas procedure. 

Nowadays he classified as disproportion any case in which there was 
‘a misfit between infant and pelvis : he still used the Skutsch pelvimeter or 
X-ray pelvimetry, if it seemed that the knowledge thus acquired could 
‘be of assistance. 

He was glad to say that Dr. Reddin had arranged an interview with 
regard to the furtherance of prenatal propaganda. 

In ordinary rupture of the uterus, plugging the rent was satisfactory 
in' some cases, but the patient must be watched for signs of internal 
hemorrhage, in the event of which laparotomy must be done: in other 
cases hysterectomy must be performed immediately. 

He based his opinion as to cancer following erosion of the cervix, on 
his own experience, on the excellent work of Bailey and on the opinion of 
various gynecologists in different parts of the world. 


A meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, May 30th, 
1930, the President, Professor A. H. Davipson, in the Chair. 
Dr. T. M. Heaty read 

THE CoomsBe Hospita, REPORT FOR 1929. 


The PRESIDENT, in congratulating Dr. Healy on the report, said that 
the morbidity rate was extremely low, probably the lowest for some years. 
The mortality rate was high, but when the cases were studied it was 
realized that Dr. Healy had had to deal with some very difficult cases during 
the year. He thought Dr. Healy was to be congratulated on the number 
of cases of spontaneous delivery which he had had after Cesarean section. 
He asked Dr. Healy what his opinion was on the value! of hysterectomy for 
sepsis. He also asked if Dr. Healy had tried the application of forceps 
on an after-coming head which could not be delivered by other methods. 
He thought the results obtained by Dr. Healy in cases of heart disease 
were extremely good. He noticed that Dr. Healy thought it was better 
to leave cases of uterine inertia alone. 


Dr. D. G. Mani said he was glad to notice that, in the Coombe Hospital, 
in cases of placenta praevia the mode of treatment was invariably external 
version, and that this was usually successful. He thought that ten cases 
and only one death was an excellent record. The results in cases of acci- 
dental hemorrhage were also very good. It was unfortunate that the three 
cases which ended fatally had all been admitted in a collapsed condition. He 
was also glad to notice that Watson’s method and the tube method were used 
for the induction of labour, and asked if Dr. Healy made any distinction, 
with regard to the condition of the patient, as to when he employed each 
method. In cases of ruptured uterus he noticed that Caesarean hysterectomy 
was carried out, and he thought this was the best method of treatment. 

Dr. Gipson Frrzcrppon said he did not think the fact of a patient 
delivering herself naturally after a Czesarean section had been done was a 
‘criticism against Caesarean section having been done. He thought that 
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cases of chorea gravidarum usually did well after delivery. The cases of 
heart disease were interesting, but he noted that they had all been treated 
for a time and had improved from their decompensation before anything 
was done. He thought Dr. Healy’s mode of treatment in these cases was 
perfect. He did not think that hysterectomy should be carried out in 
cases of sepsis during the first week, but that if sepsis continued for ten 
days, localization should be attempted. If pus was found and the para- 
metrium was free and if there was a definite suggestion of pus in the lochia 
and the uterus was full, he thought hysterectomy should always be done. 
The time for operation was as soon as pus was found in the uterus. 


Dr. J. S. Quin referred to the very small number of cases in which 
forceps had been applied, both in the Coombe Hospital and on the district. 
He asked what the condition of the old scars was in the cases of repeated 
Ceesarean section, which Dr, Healy had had to do, and what, exactly, was 
his treatment for uterine inertia. 


Dr. D. J. CANNON, in congratulating Dr. Healy on the very low morbidity, 
said that the mortality was high, but he thought it was impossible to judge 
this by figures. It was necessary to individualize cases. Referring to the 
work done by Dr. Fitzgibbon on contracted pelvis, he said that he thought 
this work had practically taken away the term contracted pelvis and 
substituted the word disproportion. 


Dr. J. Dovyre referred to the case of sub-involution in which glycerine 
had been used twice daily, and said he wondered if an ordinary intra-uterine 
douche might not have been just as efficacious. He mentioned the S.U.P. 
preparations, which were now so largely used, and said he had used S.U.P. 
468 in one case and had obtained a very good result. 


Dr. HEALY, in replying, said he agreed with Dr. Fitzgibbon that it did 
not reflect the least discredit on the doctor, who had performed a Caesarean 
section, when the patient at her next confinement was able to deliver herself. 
He had not had any experience of hysterectomy for cases of established’ 
sepsis in the puerperium, because he had not come across a case in which 
hysterectomy could have been considered. In cases of placenta preevia 
he always did external version first, if possible, and brought the foot through 
the vagina. He had found that Watson’s technique for the induction of 
labour was futile except at or near term. He, personally, used the stomach 
tube and not bougies. He did not think that blood transfusion did a 
great deal of good in cases of septicaemia. He thought that spinal anzs- 
thesia was good for patients who were not asthenic and who had not a 
high blood pressure. It was necessary, however, to keep the patient in 
the Trendelenburg position. The chief difficulty about spinal anzesthesia 
was the expense involved. 
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In ‘most diseases of the nervous system ‘the. main object to be 
~~ attained from the dietetic standpoint is to so improve the general ~~ 
nutritional. status .of the to cause amelioration of the 

“neryous condition. 


Every potential is greatly by ‘liberal drinking 
of “ Ovaltine.” It is recommended as a between meals beverage 


or as a mid-day and it tea or. coffee with — 


complete advantage. 


Ovaltine”’ is .also invaluable when at the hour sleeps 
_ Its use, in this way has often avoided the pe is for employing 


| Qvaltine” provides nourishment of the right kind, and in & 


-form-readily dealt with by the impaired digestive organs. It permits 


~~ of the liberal ingestion of food without taxing the digestive power. — 
“ Ovaltine ” is a complete natural food, yielding in one cupful a 

_ greater food value than 12 cups of beef tea. This delicious. one x 
is a tonic’ nutrient a high order. 
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Valentine's Meat-Juice 


In Typhoid, Gastric and Other Fevers 
when the Digestive OrgansareImpaired _ 
and it is Imperative to Sustain the Pa- 
tient, Valentine’s Meat-Juice demon- 
strates its Ease of Assimilation and  —— 

Power of Restoring and Strengthening, 


J. R. Wood, M. D.. sician Sheltering Arms Hos- 
ALENTINE’S Mear-Jvica’ in the treatment of Typhoi 
Fever cases in the Sheltering Arms* Hospital, for 
ee three weeks, with the most gratifying results, bo 
to the patient and ot Oe eee T consider it the best pre 
I have ever seen, in fact, 
one I have ever had doe succéss with.”’ 


Cc. R. Trippe, M aston, 
**The VALENTINE’S came at a very opportune 
time, for shortly after I received a very severe accident . 
to my knee from ‘which I had Traumatic Fever for three 
weeks and could eat nothing, not even milk, I had often 

but had no idea of its rea] merit until I used 

it myself. I lived upon it for at least a week and not only 
found it very but very to take, in 
‘was anxious for the time to come to take it. i aes 

For Sale by European and American Chemists and Druggists,” 


VALENTINE’S MEAT-JUICE COMPANY, 
Da RICHMOND, VIRGINIA, U. S. A. 


COMPOUND SYRUP OF HYPOPHOSPHITES 


Trade Mark 
ITS FORMULA POSOLOGY 


_ FELLOWS MEDICAL MEG. 
Christopher Si. 


York City, U.S.A, 
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